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T is not proposed to give an exhaustive paper 
Ae all the medical, as opposed to the surgical, 
aspects of the handling of patients with renal 
stones. I wish merely to emphasize some points 
which have come out of the first year’s experience 
at the Stone Clinic in the Out Patient Depart- 
ment of the Massachusetts General Hospital. 
This clinic represents an effort to learn more 
about the prevention of kidney stones by a com- 
bined study of the problem by the internist, the 
chemist and the urologist. The members of the 
clinic are Drs. Richard Chute, Sylvester Kelley, 
Ross Mintz, Hirsh Sulkowitch and myself. 

There are undoubtedly many factors which in- 
fluence the formation of stones — stasis, infection, 
hypovitaminosis, lack of colloids, excess of crys- 
talloids in the urine, and so forth. However, this 
discussion merely takes as its major premise the 
proposition that a patient with urine of such com- 
position that some crystalloid precipitates out is 
predisposed to the formation of a stone composed 
largely of the precipitated crystalloid. The veracity 

the major premise is demonstrated by cystine 
stone in cystinuria, the uric-acid stone in gout, and 
the calcium-phosphate stone in hyperparathyroid- 
ism (see below). Precipitation will be favored 
by an excess in the urine of the crystalloid in ques- 
tion, by any factor in the composition of the 
urine unfavorable to the solution of said crystal- 
loid, or by a combination of both factors. 

The corollary to the above is that medical treat- 
ment to prevent the recurrence of a stone of known 
composition should consist in attempts to decrease 
the excretion of that particular crystalloid in the 
urine or to change the composition of the urine in 
other respects to render it more favorable to the 
solution of said crystalloid, or a combination of both 


measures. 

Before discussing the different types of stones 
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and their treatment, it should be pointed out that 
the forcing of fluids is indicated for all kinds of 
stones. The more dilute the urine, the less chance 
there is for a precipitate to form. Where one is 
trying to obtain a very acid urine, it is not contra- 
indicated to have the urine very dilute, although 
there is an undercurrent of belief that such is the 
case. Forcing fluids, of course, is further indi- 
cated for its mechanical flushing-out effect. 

Most stones can be chemically classified as being 
predominantly cystine, uric acid, calcium phos- 
phate or calcium oxalate. There are, of course, 
mixed stones, and phosphate stones may occasion- 
ally contain large amounts of carbonates, but the 
discussion will be limited to the four major varie- 


ues. 

The first step in the medical treatment is the 
determination of what kind of stone is present. 
If there is no material for analysis, one has to try 
to arrive at the composition by circumstantial evi- 
dence; namely, whether the stones show by x-ray, 
the dietary habits of the patient, the composition 
of the urine, the size of stones, and so forth. 


Cystine Stones. Patients with cystine stones fur- 
nish one of the best examples of stones due en- 
tirely to the precipitation of a crystalloid. The 
condition is due to a hereditary disorder of cystine 
metabolism resulting in cystinuria. The hexagonal 
cystine crystals precipitate out in an acid urine. 
Prophylactic treatment, therefore, consists in keep- 
ing the urine alkaline. I have encountered 4 cases 
during the past three years. 


Uric-Acid Stones. These stones occur frequently 
in conjunction with gout, where there is presuma- 
bly an increased uric acid excretion at some phase 
of the disease. They also occur without gout. 
Since urates are more soluble than uric acid, the 
prophylactic treatment again consists in keeping 
the urine alkaline. This is more important than 
a low-purine diet. 
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Calcium-Phosphate Stones. Since phosphates 
are precipitated in an alkaline urine, their occur- 
rence will be favored by such a urine as well as 
by a hyperphosphaturia and a hypercalcinuria. 

In hyperparathyroidism, which carries an inci- 
dence of kidney stones of about 70 per cent, the 
fact is clearest that the phosphate stones are due 
to the composition of the urine as passed. There 
one encounters hyperphosphaturia and hypercal- 
cinuria and calcium-phosphate stones. The cause 
of the stones seems assured, and furnishes one of 
the chief supports of the major premise on which 
this paper is based. 

One might suggest preventing the stone forma- 
tion by keeping the urine acid. Acid treatment, 
however, is contraindicated because it tremendously 
increases the hypercalcinuria and hyperphospha- 
turia in that condition’ and would lead to marked 
skeletal demineralization. The treatment, there- 
fore, consists in removing the cause of the hyper- 
parathyroidism. This condition probably accounts 
for slightly over 5 per cent of all phosphate stones, 
and should be ruled out by chemical studies in all 
cases of such stones, regardless of whether or not 
bone disease is present.” * 

Similar stones occur in other bone diseases, nota- 
bly ost is, following forced immobilization 
of part of the skeleton. Fractures of the spine, in- 
fantile paralysis and atrophic arthritis, for example, 
may have nephrolithiasis as a complication. 

A hyperphosphaturia may also be produced by 
diet and may lead to stones, especially if coupled 
with alkali therapy. Carnivorous animals, includ- 
ing man, excrete most of their ingested phosphate 
in the urine. A meat diet has an acid ash, so that 
the urine is usually acid and the phosphates remain 
in solution. Herbivorous animals, on the other 
hand, eat an alkaline-ash diet and have an alka- 
line urine. They fail to develop stones because 
they excrete most of their phosphates in the feces. 
Man, however, may get into trouble because, while 
excreting his phosphates in his urine, he may either 
take alkalis — often as a patent medicine — or eat 
a very alkaline-ash diet, namely, a large amount of 
fruit. The Sippy regime for ulcer is of course cor- 
rect for the formation of stones, which not infre- 
quently occur under these circumstances. 


The prophylactic treatment for non-hyperpara- 
thyroid phosphate stones usually consists in at- 
tempting to render the urine acid and to decrease 
the phosphate intake. A sufficiently acid urine 
should prevent further deposit, and in rare in- 
stances will cause the solution of stones already 
present. The desired acidity can usually be ob- 
tained by the use of an acid-ash diet* plus the ad- 
ministration of an acid-forming salt. Ammonium 


chloride is preferable to sodium acid phosphate 
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because it does not have the disadvantage of in- 
creasing the phosphates in the urine. 

When one places a patient on an acid regime for 
phosphate stones one must be sure that kidney 
function is sufficiently good so that the patient 
does not develop a severe acidosis. Furthermore, 
it is very important to see that the desired result 
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‘igure 1. Schematic diagram to show action of NH,Cl 
on the organism in an individual possessed of a calcium- 
phosphate stone. The ammonia is converted into urea 
in the body, leaving the chlorine as so much hydrochloric 
acid, to cause a blood acidosis and an acid urine. 

The blood acidosis causes absorption and excretion in the 
urine of calcium and phosphate from the bones; the acid 
urine tends to cause similar absorption from the stone. 


is obtained. The urine should have a pH of 5.5 
or below at all times. This can best be followed 
by nitrazine paper (Squibb). If one does not ob- 
tain an acid urine, nothing is accomplished and 
great harm may be done. The possibility of harm 
is shown diagrammatically in Figures 1 and 2. The 
reason for the urine’s not becoming acid is, in all 
probability, the presence of an infection in the 
urinary tract due to a urea-splitting organism. 

The acid regime has as a side reaction the mo- 
bilization of large amounts of calcium and phos- 
phate from the bones, thus increasing the phos- 
phaturia and calcinuria. This will not be harmful 
if the major object is attained, namely an acid urine 
(see Fig. 1). If it is not attained, the net result 
will be an increased excretion of calcium and phos- 
phate and resulting increased formation of kidney 
stones (see Fig. 2). Cases where acid therapy 
has led to a marked increase in the formation of 
stones have been encountered. 


Unfortunately, patients with infections with 


urea-splitting organisms, and hence constantly al- 
kaline urines, form a considerable percentage of 
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the phosphate-stone group. Bacillus proteus is the 
usual bacterium involved, but enterococci, Staph- 
ylococcus albus, Bacillus pyocyaneus, and other bac- 
teria have also been encountered. In these cases 
it is usually impossible to get the urine acid by 
the means discussed above, because the ammonia 


Figure 2. Schematic diagram similar to Figure 1 to 
show how action of NH,Cl is modified by the presence of 
B. proteus infection in the kidney pelvis. The urine ts 
made alkaline because of the splitting of urea into ammonia 
by the bacteria. Therefore, not only is the stone not dis- 
solved, as in Figure 1, but the increased calcium and phos- 
phate excretion, due to the blood acidosis, leads to increased 
stone formation. 


formation is too great. The problem consists in 
eliminating the infection. The clinic is actively 
engaged in this problem at the present time, but is 
not prepared to give any final conclusions. 


Calcium-Oxalate Stones. These occasionally oc- 
cur in patients with a disorder of metabolism, 
such that they excrete a large amount of oxalates, 
so-called oxaluria. More often there is no hyper- 
oxaluria. Calcium oxalate is insoluble in both acid 
and alkaline urine, so that acid or alkali therapy 
is not indicated. A low-oxalate diet may be bene- 
ficial. With forcing of fluids these stones seldom 
recur. 

SUMMARY AND CONCLUSIONS 


1. Whereas probably no one factor is sufficient 
to cause kidney stones, there is considerable evi- 
dence that a urine of such composition that a crys- 
talloid precipitates out is a presupposing factor in 
the formation of a stone composed largely of the 
precipitated crystalloid. 

2. Most kidney stones are composed largely of 
cystine, uric acid, calcium phosphate or calcium 
oxalate. Mixed stones, carbonate stones and those 
composed mostly of an organic matrix are not dis- 
cussed. 
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3. Fluids should be forced as prophylactic treat- 
ment in all cases with stones, regardless of the 
chemistry. A dilute urine does not preclude a very 
acid urine. 


4. With cystine stones the urine should be 
kept alkaline. 


5. With uric-acid stones the urine should be 
kept alkaline. ‘ 

6. Calcium-phosphate stones may be due to 
hyperparathyroidism (about 5 per cent), other 
disorders of bone metabolism such as osteoporosis, 
a high-phosphate diet, especially if coupled with 
alkali therapy, or a persistently alkaline urine due 
to an infection with a urea-splitting organism. 

7. The treatment in cases of hyperparathy- 
roidism is the eradication of the underlying disease. 

8. With most phosphate stones an attempt 
should be made to render the urine acid with an 
acid-ash diet and ammonium chloride. 


9. After instigation of the acid regime, it is very 
important to check the urine to see that the de- 
sired acidity has been obtained; otherwise, the 
stones may be increased owing to the enhanced 
calcinuria and phosphaturia resulting from the 
blood acidosis. 

10. Urinary infections with urea-splitting organ- 
isms are a common cause of alkaline urine and 
phosphate stones. The usual acid regime is ineffec- 
tual and harmful in such cases; the problem is to 
eliminate the infection, but it has not been definitely 
answered. 

11. Neither acid nor alkali therapy is indicated 


with calcium-oxalate stones. 
Massachusetts General Hospital. 
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Discussion 


Dr. Natnan T. Canandaigua, New York: 
The treatment of renal calculi remains a urologic problem. 
It is true that a considerable number of patients pass them 
unaided, but most are not so fortunate. Numerous at- 
tempts to dissolve them, by measures varying from tur- 
pentine to mineral spring water, have been tried; all have 
proved equally ineffective. Furthermore, it is rather dis- 
couraging to find from reliable statistics that over 30 per 
cent of the cases freed from renal calculi, by spontaneous 
passage or by the successful dexterity and ingenuity of the 
urologist, have a recurrence. 


The importance of the calculus is twofold. It is the 


originator of the most excruciating pain known to man. 
More important is the fact that the presence of a stone 
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in the urinary tract for any length of time is almost 
invariably followed by an infection which leads to irre- 
versible kidney damage. 

Extensive investigations directed toward determining 
the components of renal calculi and the factors responsible 
for their precipitation in the urinary tract have led to the 
evolution of a logical regime for the prevention of recur- 
rence. Dilution of their antecedents by adequate fluid 
intake, variation of the pH of the urine to produce an 
unfavorable medium for stone formation, and the accurate 
control of diet directed toward eliminating the building 
of calculi, all have enthusiastic supporters. None of these 
ideas raise or answer the question why certain otherwise 
normal individuals living under average conditions should 
be stone-formers. 

Our knowledge of the parathyroid glands dates back 
only to 1880, at which time they were first anatomically 
identified by Sandstrom. Gley, in 1891, first offered the 
clue to their function by observing that animals accidentally 
deprived of parathyroid tissue during a thyroid operation 
speedily died. In 1906, Halsted relieved surgical tetany 
by the administration of beef parathyroid tissue. Collip, 
in 1926, isolated the parathyroid hormone. 

To Dr. Albright and his colleagues we are indebted 
for a great deal of our knowledge of hyperparathyroidism. 
They have emphasized the polymorphic nature of the 
condition, which may manifest itself not only by the 
classical skeletal changes and their attendant symptoms, 
but also by the formation of renal calculi or the deposition 
of calcium within the tubules and parenchyma of the 
kidneys. 

In a considerable number of cases, the kidney changes 
and formation of renal calculi preceded any demonstrable 
skeletal change, and their true etiology was revealed only 
hy an elevated serum-calcium level. The progressive kid- 
ney damage and stone formation can be arrested by the 
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appropriate surgical treatment of the responsible parathy- 
roid adenoma or of the hyperplastic parathyroid tissue. 
It is significant that several unsuspected cases of hyper- 
parathyroidism were diagnosed first by routine calcium 

inations on all cases of renal calculi entering the 
Massachusetts General Hospital. 

Here, in part, we have the answer to the formerly 
unanswered question of why certain individuals are the 
victims of renal calculi, and the certain knowledge that 
they will not recur, if successful removal is accomplished 
and the parathyroid lesion properly treated. For this 
knowledge, we must thank Dr. Albright and his associ- 
ates. 


Tue Cxuairman: This section of the symposium is now 
open for general discussion. Is there anyone who wishes 
to discuss this paper or ask Dr. Albright some questions? 


Question: What is the significance of blood phospha- 
tase? And how about the high-vitamin diet in regard 
to the stones? I understand that such a diet will correct 


Dr. Atsricnt: High tase levels are not a direct 
result of hyperparathyroidism, but an indirect result which 
may or may not occur. The level is high when there is 
an accompanying bone disease; this in turn depends on 
whether the patient has been on a high-calcium or low- 
calcium diet. 

The facts about the high-vitamin diet are as follows. 
Rats on vitamin-A-deficient diets develop stones; if you 
give them vitamin A the stones disappear. This has led 
most investigators to include vitamin A in the treatment 

kidney stones. Higgins, of Cleveland, has combined 
this principle with the acid-ash diet, with favorable results. 
It is not clear, however, whether the vitamins are respon- 
sible for any of the benefit observed. Until further infor- 
mation accrues, vitamin A is certainly worth trying. 


THE INSIDIOUSNESS OF CERTAIN CANCERS OF 
GENITOURINARY ORGANS 


E. Ross Mintz, M.D.* 


HE insidiousness of cancer is nothing new; 

this fact is as old as the disease itself. How- 
ever, it is only when one carefully reviews a large 
series of malignant growths that one is impressed 
with how silent malignant neoplasms may be, 
and how varied a symptomatology each particular 
cancer may have. 

In examining .patients for this disease we are 
accustomed to think along certain definite lines 
in reference to each type of growth, and often 
depend on the classic symptoms of each growth for 
a diagnosis. The more I see of patients with neo- 
plasms of the genitourinary tract, the more I find 
that such symptoms are very often lacking. It is, 
rather, all too common for these patients to com- 
plain of symptoms referable to another part of the 
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body. This, however, is understandable once we 
grasp the type of the growth and its ways of 
spreading. We then understand why the symp- 
toms due to metastatic disease, and not the primary 
source, lead the patient to consult the doctor. 

The object of this paper is to show how common 
are these extraurologic symptoms—a subject far 
too often lightly touched upon in some of our best 
textbooks on urology. For example, all the books 
of any note put great stress on the classic symptoms 
of prostatic, renal and testicular cancer. They 
give us these symptoms in excellent fashion, but 
barely mention the symptoms manifested by 
metastatic lesions of those particular tumors. With 
this in view, 105 cases of renal, 200 cases of pros- 
tatic and 100 cases of testicular cancer were exam- 
ined as to the reason why the patient first sought 
medical advice. 
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Table 1 shows the chief complaint in 23 cases 
of cancer of the kidney in which, in a series of 
105 cases, this complaint was not related to the 
urinary tract. As you will notice, in 7 it was in 
the gastrointestinal canal and was manifested by 
such symptoms as epigastric pain, colic, indigestion, 
jaundice, nausea, subacute intestinal obstruction 
and constipation. The duration of these symptoms 
varies from months to sometimes years. They are, 
of course, nearly always due to metastatic malig- 
nancy in the form of lymph-node enlargement, 
pressure on the second portion of the duodenum, 


Table 1. Chief Complaint in 23 Cases of Renal Cancer 
in a Series of 105 Cases. 


SYMPTOMS NO. CASES 

Gastrointestinal: epigastric pain, colic, indigestion, 

7 
Generil: weakness, loss of weight, anorexia, asthenia. 4 

pathological fracture, limping... ... 
1 
Edema of legs and scrotum, abdominal pains........ 1 
Enlarged node, sternal mass......... 1 


obstruction of the bile ducts by enlarged nodes and 
sometimes invasion of the surrounding viscera. 

Marked general symptoms may be the first sign 
of malignancy. This happened in 4 cases in this 
series, the patient complaining of weakness, loss of 
weight, anorexia and asthenia. These symptoms 
are generally associated with marked anemia, and 
probably signify that the neoplastic condition has 
gone on insidiously for some time. 

In 6 cases symptoms referable to the osseous sys- 
tem gave the patient the first clue that something 
was wrong. Sometimes it is pain in some particu- 
lar bone; it may be limping, but more often it is 
a fracture of one of the long bones after some sim- 
ple trauma, which brings the patient to the physi- 
cian. Symptoms referable to the respiratory tract 
may give the patient this incentive — perhaps some 
irritative sign, such as cough. This occurred in 1 
case of this series — a patient who had a metastatic 
lesion in the lung. Other symptoms such as ab- 
dominal swelling or edema of the legs and scrotum 
may give the patient the first warning. It will be 
noticed in Table 1 that the initial symptoms in 
many cases were due to complete or partial ob- 
struction of some vessel or duct or to pressure or 
invasion of the gastrointestinal tract. A supra- 
clavicular sentinel node was the first indication 
in 1 case that malignancy was present. In this in- 
stance the node was removed and a diagnosis of 
metastatic hypernephroma was made; however, the 
patient lived for six years but finally died of dif- 
fuse metastatic malignancy. 

It is significant that in 23 patients, or about 22 
per cent, the warning symptoms were distinctly 
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not related to the urinary tract. Yet one reads that 
the classic symptoms are tumor, hematuria and 
pain. Unquestionably a considerable number of 
these patients had a palpable tumor and probably 
some hematuria, but unless such symptoms are 
quite marked and continue over a period of time, 
patients are not apt to attach much significance 
to them. 

In this entire group of 105 cases of kidney can- 
cers, there were 27 in which the urine was abso- 
lutely negative at the time of entry. If this symp- 
tom is lacking, the chances are that the neoplasm 
will grow for a long time, and will manifest itself 
only when extraurologic symptoms occur. When 
this happens our chance for an ultimate cure is 
greatly reduced. 

The study of the 200 cases of prostatic cancer 
again shows quite definitely how insidious some 
urologic cancers may be (Table 2). In 24 cases, 
Table 2. Chief Complaint in 24 Cases of Prostatic Cancer 

in a Series of 200 Cases. 


SYMPTOMS NO. CASES 
AL: 4 7 
of weight, cumin, 3 
2 
1 
24 (12%) 


or 12 per cent, the patients entered with complaints 
in no way referable to the genitourinary tract; 
the diagnoses were made by routine rectal exam- 
inations on the wards. Twenty-one, or 10.5 per 
cent, of these patients gave no history of any trou- 
ble with micturition in the form of dysuria, fre- 
quency or nocturia; in practically all the cases the 
lesion was well advanced before such a diagnosis 
was made or suspected. 

These 24 patients were first admitted to the med- 
ical or surgical wards. Three of them presented 
neurologic symptoms and were unable to walk; 
all had compression fractures due to metastatic os- 
seous involvement of one of the vertebrae. We 
see this not infrequently in cancer of the prostate. 
In 7 cases the patients entered for relief of gastric 
symptoms, such as eructation, anorexia, nausea and, 
in a few instances, hematemesis; most of them had 
had gastrointestinal symptoms over a fair period 
of time, and the malignant condition was well ad- 
vanced. One patient on the skin ward who had 
pruritus was seen by a member of the urological 
staff because of sudden inability to void. He stated 
that he had never had any urinary disturbance. 
Rectal examination revealed a large, firm, nodular 
prostate, and cystoscopic examination showed 
some involvement of the bladder base. The urine 
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was essentially negative. In 2 other cases the pa- 
tients were sent in for a hydrocele and on routine 
rectal examination prostatic malignancy was found; 
neither had any urinary complaint. 

A great many patients complain of pain in the 
back and down the legs; as you know, this is as a 
rule ascribed by the laity to “rheumatism.” This 
form of rheumatism or sciatica in males of the 
cancer age is usually due to a neoplastic extension 
from a carcinoma of the prostate. 


Table 3. Pain as a Symptom in Prostatic Cancer (200 
Cases). 


Back and hip ............666-56055 2 
and abdomen ................ 1 
Back and shoulder ................ 1 


— 37 (18.5%) 
4 
— 13 (6.5%) 
3 
Hip and 1 
5 
1 
— 21 (10.5%) 


Table 3 shows the incidence of pain in the 
prostatic cancer series. In 71 cases, or 35.5 per 
cent, pain was present. It is obvious that once 
these symptoms come on we are dealing with a 
late cancer, yet quite a large percentage of this 
group entered for relief from them. Many had 
very few or no genitourinary symptoms. 

I recall a patient who entered the emergency 
ward complaining of marked pain in the right 
shoulder, of long duration. He was unable to 
raise his arm without excruciating pain; he was 
first seen by one of the medical men, who sug- 


Table 4. Symptoms in 100 Cases of Testicular Cancer. 


SYMPTOMS NO. CASES 
Nontesticular symptoms. 37 
Testicular enlargement ....... 32 
Testicular and nontesticular symptoms............. 3 


gested that he might have a calcified bursa, but 
much to our surprise x-ray showed the bone about 
the shoulder girdle peppered with small osteo- 
plastic metastases. There were no urinary symp- 
toms, the urine was negative, and catheterization 
revealed no residual urine. I am sure you have 
all seen just such cases, but this one brings home 
the fact that joint or bone pain in elderly male in- 
dividuals, regardless of the part affected, should 
make one feel very suspicious about metastases 
from prostatic cancer. 
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In the group of 100 testicular cancers (Table 4) 
it was found that in 37 cases the patients com- 
plained of symptoms that were not referable to the 
scrotum. As you know, these tumors are very 
malignant and may grow to a moderate size before 
the patient is conscious that something is wrong. 
On the other hand, it is not uncommon to see 
some of these patients enter with a rather small- 
sized testicular tumor together with a large metas- 
tatic upper-quadrant mass. A number of them 
feel the mass themselves and get worried about 
it; most of them complain of some increase in the 
size of the abdomen 

One such patient on admission had some jaun- 
dice and a mass in the right upper quadrant. He 
died a few months after admission, and at post- 
mortem many large metastatic nodes were 
which had caused partial obstruction to the com- 
mon bile duct and also to the portal vein. 

A number of patients cutered the hospital for 
relief of some gastric symptom or for low back 
pain. Very few if any had symptoms referable to 
the respiratory tract, in spite of the fact that some 
had large multiple metastases studded throughout 
both lungs. Supraclavicular and cervical nodular 
enlargements may be the first sign of trouble. En- 
largement of the breast is a not uncommon symp- 
tom; I recall a patient who complained of a large 
and tender breast and had a chorionepithelioma of 
the testicle. As these testicular tumors give rise 
to no local pain, and a fair number of the small 
ones produce no demonstrable swelling, it is not 
difficult to see why patients go for a long time with- 
out knowing that they have cancer, and find out 
about it only when symptoms are caused by metas- 
tatic disease. 


CONCLUSION 


It is thus seen from the analysis of these three 
kinds of cancer of the genitourinary tract that a 
certain percentage of the cases—22 per cent in 
renal cancer, 12 per cent in prostatic cancer and 
37 per cent in testicular cancer — were diagnosed 
only after metastatic extension had taken place. 
This is a very important fact, and one that we must 
bear in mind continually when we speak about 
cancer control. 

It must be clear that in such a group, regardless 
of whether or not the patients come to the doctor 
when the first symptoms appear, their prognoses 
are almost always poor. For this reason I am a 
little opposed to extraordinary measures to make 
people as a whole cancer-conscious; I am sure this 
would increase the number of neurotics in our 
midst. Let us not be overenthusiastic and offer too 
much hope in reference to deep cancer until we 
have more to offer in the way of very early diag- 
nosis and of cure. It is well to recall the saying, 
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“Hope is such a poor virtue that disappointment 
often pays her debts.” If we get the public ex- 
cited about cancer and then offer very little hope 
for cure, | am sure it will work to the disadvan- 
tage of the profession. 

A deliberate, progressive, educational cancer pro- 
gram extended over a long period of years, with- 
out fanfare and cancer hysteria, and with a mod- 
erate tone of optimism, would, I am sure, go far 
to accomplish the desired end. 


Discussion 


Tue Cuairman: The discussion will be opened by Dr. 
Elmer J. Brown. 
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Dr. Brown, Manchester: Dr. Mintz has pointed out 
how necessary it is to make an early diagnosis. When 
we do have the classic symptoms, it is essential to see 
the patients while they are still bleeding and look them 
over, because in many such cases we can find the cause 
of the trouble without much difficulty. He has told you 
all about the varied symptoms. A large percentage of the 
malignancies in our cases have been in the bladder. We 
have had many in other parts of the urinary tract. I have 
seen patients who had been bleeding for anywhere from 
a year to three or four years, and thought nothing about it. 
Even when they did go to a doctor, he would not stress 
the necessity of a complete urologic examination. So the 
only thing that we can do is to get cases early, go over 
them thoroughly, and try to find and to treat the cause 
of the trouble. 


- 


THE TREATMENT OF PYOGENIC CYSTITIS 
Crype L. Demine, M.D. 


NEW HAVEN, CONNECTICUT 


treatment of pyogenic cystitis has_re- 
ceived too casual consideration to deserve the 
term scientific. The facts that the disease is com- 
mon and that the development of new urinary 
antiseptics is frequent indicate that the last chap- 
ter in its treatment has not been written. 

Certainly 99 per cent of people at some time dur- 
ing life have a bladder infection. All physicians 
must encounter it, whether they recognize it or 
not. Some who do recognize it give it only a pass- 
ing thought; others are satisfied to call the patient 
cured as soon as the symptoms have subsided, re- 
gardless of a thorough bacteriologic urinary ex- 
amination. Many physicians do not appreciate 
what urines to examine, while others do not know 
how to make a quick and definite decision with 
regard to urinary tract infection. 

The normal urine is the cleanest of all fluids 
secreted by the body, and is absolutely bacteria- 
free. Bacteriologists inform us that in general bac- 
teria reproduce themselves in from one and a half to 
four hours. If a clean specimen of urine is ex- 
amined before it is one and a half hours old, the 
actual bacterial content, if any, can be demon- 
strated. From the female, a catheterized speci- 
men should be obtained. From the male, a three- 
glass specimen, each glass being of 100 cc. volume, 
is desirable; the third glass is the most important 
for it usually represents the true content of the 
bladder. 

Cultural examination is desirable in order to de- 
termine the type of organism present; but an im- 
mediate examination of a well-obtained specimen 


Presented at the annual meeting of the New Hampshire Medical Society, 
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of urine supersedes the value of cult 

because dead organisms or attenuated ones fail to 
grow and yet may be the cause of illness. Cabot has 
recently stated that the immediate smear of the 
bladder urine is of more value than the culture. 

One of the first considerations with regard to 
bladder infections is the recognition of the in- 
herent bladder-defense mechanisms. The bladder 
does not readily allow bacteria to pass through 
its walls from without inward or from within out- 
ward. The external and internal sphincters of 
the bladder are barriers to ascending infection. 
The valves at the lower ends of the ureters similar- 
ly prevent infections of the bladder from passing 
upward to the kidneys. As soon as the bladder 
becomes infected, it is irritable and attempts to 
rid itself of its abnormal contents by activity, char- 
acter:zed by frequency of urination. If there is 
no continuous introduction of organisms into the 
bladder from above or from other sources, and 
the bladder continues to empty frequently, — every 
hour and a half, —a cystitis should not persist for 
a very long period. 

In the analysis of 1317 cases of pyogenic cystitis, 
it was found that in 782 the organisms gained en- 
trance into the bladder by way of the kidney and 
ureters as the result of a blood-borne or lymphatic 
infection, in 58 by way of the urethra, in 48 by 
way of the lymphatics from infections of the in- 
ternal genitalia, namely from prostatitis and cer- 
vicitis, in 10 by way of the urachus (in children), 
and in 12 through fistulas both spontaneous and 
operative. Two hundred and forty-one cases fol- 
lowed retention due to obstruction; 25 resulted 
from neuromyopathic retention. In 19 cases the 
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introduction of foreign bodies was the source of 
infection. In 122 cases direct avenues of infection 
could not be ascertained. 

The diagnosis of cystitis is not as a rule a diffi- 
cult procedure. The infection must of course be 
demonstrated to be limited to the bladder. In the 
acute cases, one must depend somewhat on the 
history and the urine examination. . . . A cystitis 
does not produce chills and fever. When they do 
accompany a cystitis, complications such as pyelitis, 
pyelonephritis, and pericystitis are present.... In 
the chronic cases, one or more ic examina- 
tions are absolutely essential, for sometimes we en- 
counter of organisms coming from the 


kidney. 

It must be recognized that clear urines, whether 
voided or catheterized, may contain organisms. 
Individuals who have frequency and dysuria must 
have a microscopic examination of the urine to 
determine whether organisms exist. The correct 
diagnosis rests wholly on the man who does not 
trust his naked eye but actually obtains proper 
specimens of urine, carefully centrifugalizes them, 
stains smears of the sediment with methylene blue 
or by some other standard method, and examines 
them with the oil-immersion lens. 

From our knowledge, then, of the activity of 
the bladder and the lack of general systemic reac- 
tion, an acute cystitis should be of short duration, 
not longer than ten days. A chronic cystitis usu- 
ally persists when there is a continuous flow of 
organisms into the bladder. There is, however, a 
group of chronic cases in which, for various rea- 
sons, the infection remains in the subepithelial 
structures. Mechanical obstructive lesions are so 
obvious that they are not included in this discus- 


sion. 

After having established the diagnosis in acute 
cases from the history, physical examination and 
urine examination, and in the chronic cases by 
cystoscopic methods, one can approach the prob- 
lem of treatment by segregating the types of cases. 
For convenience, the author uses the following 
classification: (1) preventive treatment; (2) acute 
cystitis with dysuria; (3) acute cystitis with little 
or no dysuria; (4) chronic cystitis without residual 
urine; (5) chronic cystitis with retention, due to 
neuromyopathic lesions. 

Preventive Treatment. Nowhere in the field of 
preventive medicine can one exercise more care and 
skill than in the prevention of cystitis. Many 
postoperative cases can be made to void without 
catheterization. The means of turning on the 
water faucet and of pouring warm water over the 
genitalia are common knowledge, but many her- 
nial and appendiceal cases can be made to void 
by having the patient stand beside the bed. The 
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forcing of fluids directly after an operation, or their 
introduction by clysis and intravenous methods, 
prevents many catheterizations by diluting the 
otherwise strongly acid urine, which causes a hy- 
pertonicity of the sphincter muscle. Postoperative 
cases should not be allowed to remain too long 
with a hyperdistended bladder, as this has a tend- 
ency to reduce the tonicity of the detrusor muscle. 
When catheterization is necessary, strictly 
tic technic should be used. The genitalia should 
be thoroughly washed with soap and water. The 
meatus of the female should be painted with mer- 
curochrome. The anterior urethra of the male 
should be irrigated with sterile salt solution prior 
to the passage of the instrument. The operator 
himself should wear sterile gloves and use a soft 
rubber catheter, because hard catheters are apt to 
produce a slight injury to the protective mucous 
membrane of the urethra and bladder. Every cath- 
eterization should be followed by three or four 
irrigations of the bladder with a 2 per cent boric- 
acid solution or some other antiseptic, using at 
least a total of 1000 cc. in volume, followed by in- 
stillation of 8 cc. of 5 per cent argyrol. As an aid 
in the prevention of infection, certain drugs, such 
as hexamethyl ine (15 gr., t.i.d.), niazo (14% 
prescribed. 


Acute Cystitis with Dysuria. This is best treated 
by placing the patient in bed for absolute rest. 
The fluid intake should be small, as large volumes 
of fluid have a tendency to cause more irritation. 
The patient should be given 10 gr. of soda bicar- 
bonate every three hours, or some comparable 
alkali, to reduce the acidity of the urine. A bland 
diet should be prescribed. Alcohol and condi- 
ments always produce aggravated bladder condi- 
tions. Hot vaginal or rectal douches two or three 


In severe cases, a suprapubic cystostomy should 
be done to prevent gangrene of the bladder. Such 
patients always present a picture of severe sepsis, 
and suprapubic drainage of the bladder is their 
only source of relief. 

Acute Cystitis with Little or No Dysuria. These 
cases may be treated in the same manner as those 
with dysuria, except that the forcing of fluids, 
from 3000 to 5000 cc. a day, is a distinct advantage. 
The bladder should be irrigated daily with warm 
boric-acid solution, followed by instillations of 8 cc. 
of 5 per cent argyrol. Silver nitrate and mercu- 


times a day are of great help. For the pain, 
rectal suppositories of 4 or 1 gr. of opium, with 
1/6 gr. of belladonna every four hours for two or 
four doses, are a much better anodyne than mor- 
phia given hypodermically, and produce less gas- 
tric disturbance. Suppositories of codeine may be 
used for children. 
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rochrome injections produce more irritability, a 
great deal of discomfort and a constant desire for 
urination. For specific infections like those due to 
Bacillus pyocyaneus, acetic acid (1 per cent), used 
in the bladder after irrigation, is effectual. One 
per cent phosphoric acid may be of advantage in 
cases of staphylococcal infections which produce a 
strongly alkaline urine. Cystoscopy should be 
avoided in the very acute phase of an infection. 


Chronic Cystitis without Residual Urine. This 
is probably the most mistreated group of bladder 
infections. Advice as to diet and avoidance of al- 
cohol is absolutely required. Oral urinary anti- 
septics, such as h ne, methylene 
blue and mandelic acid, which are used in rota- 
tion for a one-week period each, aid in clearing 
some of the chronic infections. 

In addition to drug therapy, hot bladder irriga- 
tions have been known for a long time to give relief 
of symptoms. Thirty years ago, Hunner’ pub- 
lished a paper on the treatment of cases of severe 
dysuria by means of hot irrigations of the blad- 
der through the urethra, after the preliminary con- 
struction of a vesicovaginal fistula. He placed 
his patients in a bathtub and irrigated the bladder 
several times a day, for as long as two years. Months 
of such treatment were required for most cases, 
and an ultimate closure of the fistula was neces- 
sary for a cure. 

The author believes that the same results may be 
obtained by a simple daily bladder irrigation 
through a urethral catheter with 2 per cent boric 
acid or sterile water ranging in temperature from 
112 to 120°F. The temperature is the important 
factor. The bladder will tolerate as high as 120°F., 
and a solution of this temperature can be 
with safety. Some bladders must be trained to this 
degree of heat by beginning with irrigations at the 
lower range. This treatment should be given by 
the physician and not by an attendant. The al- 
most immediate subsidence of pain and rapid clear- 
ing of the urine can be obtained in days rather 
than in weeks or months. 


Chronic Cystitis with Retention, Due to Neuro- 
myopathic Lesions. This has always presented a 
very difficult problem, and since many forms of 
treatment have been advocated it is probably safe 
to say that either intelligent treatment has not 
been applied, or else the correct treatment has 
not been found. Many people with fractured pel- 
ves show a retention of urine. Such patients 
should be watched, and if they are unable to void, 
a retention catheter should be inserted for about 
a week. The bladder should be irrigated three or 
four times a day and oral antiseptics like niazo or 
hexamethylenamine should be used. The atonic 
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condition of the bladder, in the absence of other 
muscle paresis and paralysis, usually subsides, and 
the patient is able to void normally within a few 
days. Even if there is a little infection from the 
retention catheter, this clears rapidly after the 
catheter has been removed. 

Patients with fractured backs who have a pos- 
sible chance of recovery are best treated by tidal 
drainage, as suggested by Hinman* and Munro and 
Hahn.* The treatment can be carried out for a 
month or more to good advantage, and without 
detriment to the individual. Patients who have 
fractured backs with a permanent cord injury and 
paralysis of the lower extremities had best be treated 
with constant suprapubic drainage, because interval 
catheterization is apt to be accompanied by trauma 
as well as infection, prostatitis occurs owing to the 
passage of instruments and relaxation of the 
urethra, upper urinary tract infections develop, 
and renal destruction follows. Individuals with 
completely paralyzed lower extremities, or even 
paralysis extending up to the costal cage, may 
be enabled to live many years with suprapubic 
drainage. 

Patients with chronic paretic bladders and cysto- 
cele, who have always some residual urine, can be 
made to empty their bladders by procumbent urina- 
tion. The patient with cystocele, for instance, who 
has a bad heart and does not present an operable 
condition, may be taught to urinate in the pro- 
cumbent position, with a result of complete empty- 
ing of the bladder with each urination, and a clear- 
ing of the chronic cystitis within a week. This 
method has been successfully used in cases of weak- 
ened bladder musculature resulting from diabetes, 
and in cases of paretic bladders resulting from 
arteriosclerosis, multiple sclerosis and cord injury. 
While this way of urination is rather awkward at 
first, the remarks of the patients who have been 
relieved of infection through its adoption are em- 
phatic and most pleasing. The general practi- 
tioner should not hesitate to recommend such a 
simple procedure 


SUMMARY 


The bladder possesses definite inherent mecha- 
nisms of defense against infection. The avenues 
by which organisms travel into it are few, but the 
causes for infection are numerous. When a blad- 
der infection persists for more than ten days there 
is usually either an obstruction to the outlet of 
the bladder, or a source for the feeding of organ- 
isms into it. Prolonged bladder infections lead to 
early death. 

The treatment of cystitis begins with preventive 
measures. Avoid catheterization whenever 
ble, but when it is necessary, use a soft catheter 
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and follow with a thorough irrigation of the blad- 
der. Organic obstructive lesions must be removed. 
There are only a few valuable drugs which can be 
given by mouth. Daily hot irrigations at 120°F. 
for from ten to twenty days will cure many chronic 
bladder infections. Procumbent urination is 4 
short cut to the cure of chronic cystitis in cases of 
cystocele and paretic bladder, and its daily prac- 
tice is a method of preventing future infections. 


1. Hunner, G. L.: The twb-bath treatment of cystitis. J. A. M. A. 
49:2066, 1907. 

2. Hinman, F.: A simple apparatus for continuous and automatic bladder 
irrigation, J. Urol. 3:281, 1919. ; 

3. Munro, D., and Hahn, J.: Tidal drainage of the urinery bladder; 
a prelim'nary report of this method of treatment as applied to “cord 
bladders” with a description of the apparatus. New Eng. J. Med. 

212:229, 1935. 


Discussion 


Tue CHamman: This paper will be discussed by Dr. 
John C. Eckels. 


Dr. Joun C. Ecxers, Lisbon: I think that our society 
is to be congratulated for this very splendid presentation 
by Dr. Deming. It is said that a good urologist can be 
told by the attention which he pays to the ordinary details 
which come up in his practice, and this paper speaks very 
well for Dr. Deming. 

It should be pointed out that Dr. Deming is speaking 
of cystitis only. This should be emphasized, because he 
has ruled out infections of the upper urinary tract in all 
these cases which he has considered. 

The urinary tract may be likened to a water supply 
which has two springs as its sources. These are the renal 
pelves. They are subject to infection from surface water, 
let us say, through the blood; from these springs the water 
is conducted through conduits—the ureters—to the 
bladder, which we shall consider the reservoir. If we take 
a sample of urine from this reservoir, and find in it 
certain elements which do not belong there, namely pus 
or blood, we must suppose that they come either from one 
pelvis or the other or from the bladder, the reservoir 
itself. In this connection, there is one point which it is 
well to mention. In many of our older textbooks, it has 
been noted that one could distinguish between pyelitis 
and cystitis by the nature of the pus found in the urine. 
This position, I think, is no longer tenable. The appear- 
ance of the pus is in no way indicative of the source from 
which it comes. 

As general practitioners, we mect this problem of 
cystitis frequently, and its most distressing phase is the 
dysuria experienced by the patient. This dysuria may be 
pain referred to the suprapubic region or to the perineal 
region. In the female, it may be referred to the external 
meatus, or in the male to the shaft of the penis, just back 
of the glans. The question which comes to all of us is, 
What shall we do for these patients in their distress? 

I should like to point out that many of the urinary 
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antiseptics are more irritating than they are soothing to the 
bladder mucosa. For instance, methenamine, given with 
sodium acid phosphate, liberates free formaldehyde in the 
urine; this gas is exceedingly irritating, and so in acute cases 
this drug is certainly one of the disinfectants or bacterio- 
static agents that we should avoid. I think it was Davis 
of Omaha who proved some six years ago, by a series 
of experiments on medical students, that the next-best 
urinary antiseptic was tragacanth. I commend this drug 
to you to try in your acute cases. It is not irritating and 
is frequently helpful in overcoming infections. 

It has been my custom to force fluids in acute cases. 
I am very interested to hear of Dr. Deming’s innovation 
in limiting fluids in the very acute bladder reactions. 
I should like to try it. 

The next important method to relieve acute dysuria 
is the use of alkalis. These may be given in the form 
of sodium bicarbonate or potassium citrate. Also, I think 
there is one other drug that is worthy of our consideration; 
that is, tincture of hyoscyamus, which comes nearest of all 
drugs we have to being the specific one for the irritable 
bladder. 


In this regard, I very much deprecate the use of many 
of our proprietary tablets which contain methenamine, 
tincture of hyoscyamus and a thousand and one other 
drugs mixed together in very small proportions, and 
in a more or less shotgun fashion; drugs which are irritat- 
ing and those which are soothing are combined into one 
pellet, and as such are of very little value. 

I should like to ask Dr. Deming, in closing, what regime 
he would use in the postoperative patient who has a very 
severe cystitis and a very irregular bladder, and who 
returns to the family physician to be taken care of at home. 
I find such patients very distressing to handle. 


THe CHairrman: I am not going to open this paper 
for general discussion at this time, but I ask Dr. Deming 
to answer that question now. 


Dr. Demine: I wish to thank Dr. Eckels for discussing 
this paper. The subject is too large for me to include 
every aspect. I appreciate his calling your attention to the 
dangers of methenamine. This is a drug which I am 
afraid is used so universally that we use it wrongly in our 
acute cystitis cases; for, as he said, it does cause a great deal 
of irritation of the bladder. : 

With regard to the treatment of postoperative cases 
with pyuria, I assume that the patient in question does not 
have a kidney infection, although a great many do. 
Assuming also that there is no bladder diverticulum, that 
the bladder contains many cells and that it does not always 
completely empty itself, this is one of those cases which 
are difficult to rid completely of infection. I have tried 
all sorts of medication for these individuals, and find that 
if they do not respond to bladder irrigations and have 
a normal bladder capacity, mandelic acid gives the best 
results. I have a series of 15 or 20 of these patients who 
have been coming to the clinic for several years, and who 
have responded well to mandelic acid. However, I warn 
you that I have 2 cases which have developed an acute 
nephritis with albuminuria and casts. 
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N THIS discussion I intend to avoid statistics 

and detail, as well as matters of operative tech- 
nic. I wish to present the subject from the broad- 
est possible point of view, and in such a manner as 
to interest more especially those of the profession 
who are engaged in general medical practice and in 
general surgery. Not only this, but I wish to state 
the case of transurethral resection as I have seen 
it in my experience and as I believe it to be. I 
shall state the facts and avoid painting the picture 
in rosy colors. After all, it is the truth that we 
are after, and while it may be concealed for a 
greater or lesser length of time, it will eventually 
declare itself and react, in the surgical world at 
least, unfavorably upon both patient and surgeon. 

It is obvious to all who keep up with the litera- 
ture that there is still no unanimity of opinion 
among urologists as to the best method of handling 
the problem of prostatic obstruction. From the 
beginning of the last century down to very recent 
years, one instrument or one operative procedure 
after another has been devised and apparently per- 
fected, at least to the satisfaction of its originator, 
only to be supplanted by still another method which 
seemed to offer more favorable results. All of which 
goes to show that each method was faulty in one 
way or another, and that the ideal has not been 
reached. Nor is it reached yet, if one is to judge 
-not only by what appears in the journals, but also 
and especially by the information acquired in 
bursts of confidence at surgical meetings and in 
the corridors of hospitals. The enthusiastic ad- 
vocate of one method sees or acknowledges none 
of its disadvantages; nor, generally speaking, is he 
apt to speak of the failures or misfortunes which 
have occurred. For this reason it is sometimes dif- 
ficult to evaluate the reports which one hears or 
reads. 

I feel qualified to speak impartially for the rea- 
son that, being a member of the staff of the Massa- 
chusetts General Hospital, the Urological Depart- 
ment of which has recently celebrated its twenty- 
fifth anniversary, I can draw upon this long ex- 
perience of a more or less uniform policy and a 
relatively unchanged staff personnel. Up to 1932, 
prostatic obstruction had been relieved by the supra- 
pubic operation, in one or two stages, and less fre- 
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quently by the perineal operation. We in New 
England, and perhaps especially at the Massachu. 
setts General Hospital, are apt to wait until some 
new procedure has been tried elsewhere before 
adopting it ourselves. For this reason we began 
to do resections at a time when many other sur- 
geons had already gained a considerable experi- 
ence. Nor have we, as have a good many surgeons, 
thrown aside the older and well-tried methods of 
removing the obstructing prostate. We have, on 
the contrary, tried to select what we believed was 
the best operation for the particular case. 

Prostatic resection, as developed by Davis, Mc- 
Carthy, Bumpus and others, was first done at the 
Massachusetts General Hospital in 1932, and has 
since been performed with increasing frequency. 
During that year about 60 cases were operated 
upon by this method, with results that were far 
from satisfactory and with a high mortality. In 
retrospect, it is obvious that these results were 
due to various factors, chief of which was faulty 
technic. Since 1933 about 200 more cases have 
been resected, with a mortality of 3.8 per cent. 
These have been done on patients in the open 
wards and in the Baker Memorial by various mem- 
bers of the urologic staff. While many of the 
cases have not resulted so favorably as some of 
those described in the literature, the vast majority 
of patients have been relieved of their obstruction 
in a manner satisfactory not only to themselves but 
to the surgeon in charge. In spite of this, and re- 
alizing that resection now holds a definite place 
in the surgery of the prostate, this operation is be- 
ing done more and more frequently, so that now 
it comprises about 60 per cent of all our prostatic 
surgery. I myself intend to do it as often as cir- 
cumstances warrant, having in mind first and fore- 
most the welfare of the patient, both immediate 
and remote. I do not, however, do a resection or 
any form of surgery as a purely prophylactic meas- 
ure upon a patient with beginning obstruction. 
Nor do I operate without careful deliberation upon 
the so-called “border-line” cases, by which is meant 
the patient with mild symptoms of obstruction and 
with but little residual urine. I do perform resec- 
tion on the patient who has carcinoma, fibrosis, a 
small median lobe, a median bar or small lateral 
lobes — if indeed he needs operation. 

At the present time it is thought, even by many 
experienced resectionists, that the large, succulent 
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lateral-lobe obstructions do not lend themselves so 
well to resection as to the suprapubic or perineal 
operation. On the other hand, there are many 
whose opinion is worth while who believe that any 
type or size of prostate can be resected; from my 
own increasing experience I believe that this is 
largely trué. When, however, a gland of this type 
is encountered I find myself weighing the pros and 
cons even more carefully than usual. While I have 
removed these large lateral lobe obstructions by 
resection in a number of instances and with com- 
plete satisfaction both to the patient and to myself, 
I have found that the operation took much longer 
and hence required more longed anesthesia 
than did that with the other types of gland; it is 
also true that in such cases hemorrhage during re- 
section is more profuse and more difficult to con- 
trol, although since my earliest cases there has been 
no instance of secondary hemorrhage. In addition 
to these objections, it has happened more than once 
that a second resection had to be done to bring 
about the desired result. 

If the patient with large lateral lobes is relatively 
young and robust, I do not hesitate to do a supra- 
pubic enucleation, having in mind that the mor- 
tality of these operations in my own practice has 
averaged 5 per cent over a period of many years. 
While it is true that the mortality for the operation 
of resection, published by those with the experience 
of many hundreds of cases, is now lower than this, 
I am sure that their first 100 cases or so if taken 
alone would probably show a much higher mor- 
tality. As Orr and Rue’ aptly remark, “when one 
performs fifty resections it seems as though all the 
obstacles in various types of glands had been en- 
countered. After performing a hundred and fifty 
cases one readily realizes how little was known 
after the first fifty.” I heartily subscribe to this 
statement. 

Let us return for a moment to the clinic at the 
Massachusetts General Hospital. During the 
twenty-five years of its existence we operated upon 
a total of 816 cases of prostatic obstruction, with a 
mortality of 14.2 per cent. This does not include 
308 patients who were practically moribund when 
admitted to the hospital, or so desperately ill that 
only a cystotomy could be done. In this group 
the mortality was 33.4 per cent, giving a mortality 
for the entire series of 1124 cases of 19.4 per cent. 
It is interesting to note the difference in the average 
mortality, over twenty-five years, of the perineal 
operation, which was 123 per cent; of the one- 
stage suprapubic operation, which was 15.2 per 
cent; and of the two-stage suprapubic operation, 
which was 17.8 per cent. It should be remarked 
that the lower mortality of the perineal operation 
is perhaps due to most of these operations, having 
been performed by one or two of the older and 
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more experienced m-mbers of the staff. But lest 
the reader think that the perineal operation should, 
because it has shown a lower mortality, be done 
oftener than it is, it must be pointed out that it 
requires for its performance a very accurate knowl- 
edge of the perincum and of the bladder neck, a 
knowledge which is not possessed by the average 
surgeon, and that even in the most expert hands, 
while the mortality may be low, various unfortu- 
nate complications may result. I refer to urinary 
incontinence, partial or complete and permanent or 
temporary, injuries to the rectum, and perineal 
urinary fistula. On the other hand, the suprapubic 
operation is one which the average surgeon can 
more readily perform because of its relative sim- 
plicity and freedom from complications. The worst 
that can happen, if th: patient does not die, is a 
suprapubic urinary fistula due either to incomplete 
removal of the gland or to a contraction of the 
bladder neck from an excess of scar tissue. Either 
of these faults can be easily overcome. 

The higher mortality for the two-stage opera- 
tion may be explained by the fact that this type of 
operation is generally done on the poor risk, while 
the one-stage operation is performed on the young- 
er and healthier individual. Yet in any of these 
operations the secret of success lies to a large extent 
in the length and kind of preoperative and postop- 
erative care. I am convinced that some of the mor- 
tality which has been experienced might have been 
avoided if more prolonged and more adequate 
drainage had been given and more attention had 

paid to overcoming dehydration and circu- 
latory inefficiencies. It is always better to drain 
a patient too much than too little, and it is always 
difficult either to see this fact ourselves or to im- 
press it upon others. In private practice, as has 

shown, a very much lower mortality is en- 
countered. Nor is this due to the fact that the pri- 
vate patient is given any better preoperative care 
than is his less fortunate brother in the open ward. 
The fact is that he has a better physical background, 
owing to better hygienic and sanitary conditions, 
more adequate food, generally less of hard physical 
labor and perhaps better habits. Other factors, 
which are of necessity uncertain, undoubtedly enter 
into the equation. 

During the twenty-five years of the Urological 
Service at the Massachusetts General Hospital it 
has been our policy to select the type of operation 
which seemed best suited to the case. Even with 
the advent of resection we still adhere to this policy 
so far as we can. Perhaps this may explain why 
our resections are relatively few. As time goes on, 
it is highly probable that the number of resections 
will increase with experience and familiarity with 
the operation. 

Since the report’ of our experience with the first 
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56 resections, published in 1934, much has been 
learned. While every patient was then and is now 
given the most careful preoperative care, it was 
not realized at that time how much attention must 
be paid to every detail of the operation. It was 
pointed out in 1934 that certain faults of operative 
technic were undoubtedly responsible for the high 
mortality: too much current, too slow an excursion 
of the electrode through the tissue, traumatism of 
the urethra by the resectoscope and probably other 
factors. These faults have been largely eliminated, 
and perhaps because of this, the mortality has 
now reached a respectable figure. The mortality 
in my private practice has been 3.8 per cent. But 
there is still more to learn. Increasingly it is brought 
home to me that the bladder neck, even when nor- 
mal, is an extremely complex structure; under the 
conditions of an encroaching prostate it is far more 
complex. I am convinced that the surgeon who does 
only an occasional cystoscopy or an occasional resec- 
tion is headed for trouble. Even after years of pretty 
constant observation of the bladder neck, whether 
normal or abnormal, one finds himself meeting a 
fresh problem and an unknown quantity in every 
case. Is it any wonder that until experience is 
gained, unfortunately at the expense of the patient, 
accidents of a more or less serious nature are bound 
to occur? If they happen, as they certainly do, 
in the hands of experienced urologists, even though 
they are not always reported in the literature, what 
must be the results in the hands of those without 
this experience? Yet resection is an art which to 
a very large extent must be acquired by one’s own 
efforts. As Orr and Rue’ remark, the surgeon 
“cannot have someone else demonstrate to him the 
interior of the prostatic urethra as it is being re- 
sected. Many mistakes will doubtless be made at 
first, but if there is a mistake let it be that of not 
having done enough, and not of having done too 
much. A secondary operation will always allow 
for the removal of more tissue, but a damaged 
sphincter muscle will always mean incontinence of 
urine and a very unhappy patient.” 

That incontinence is no uncommon catastrophe 
is attested to by the fact that since resection has 
been so widely used the sale of one or another type 
of penis clamp has increased by leaps and bounds. 
Nor is it always possible in my opinion to obviate 
incontinence. The writer has had two such un- 
fortunate results, occurring after resection in can- 
cer of the prostate. In both instances the cancerous 
tissue had so invaded and distorted the bladder 
neck that it was impossible to identify the land- 
marks, especially the verumontanum, and as a re- 
sult the external sphincter was damaged. 

It may be said here that of the resected cases 21 
per cent were found to have cancer of the prostate, 
a figure which is pretty close to that of other clinics. 
In resecting these cases one should bear in mind 
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the fact that he will give the patient only more or 
less temporary relief. After being made comfort- 
able and freed from symptoms of obstruction, the 
patient may require a second, third and occasion- 
ally a fourth resection at intervals of six months 
to a year. The writer has had a considerable num- 
ber of such cases. 

Nor is the cancerous prostate alone likely to need 
subsequent attention. I resected the benign adeno- 
matous prostate of a fifty-one-year-old man a little 
over five years ago. The results were splendid until 
recently, when the patient returned with a story 
of increasing difficulty of urination, and a residual 
of 300 cc., due to marked lateral-lobe hypertrophy, 
was found. A suprapubic prostatectomy was done, 
recovery was speedy and satisfactory, and there 
is now no residual urine. A few similar cases 
could be recited. This brings up the question as 
to whether other cases resected with apparent suc- 
cess may not eventually return with a recurrence of 
symptoms due to further growth of the prostate. 
The ardent resectionist will, of course, say: “Well, 
what of it? Another resection can be done.” Or 
he will point out that, at least in the old. feeble man, 
death may overtake the patient before the prostate 
has had a chance to give him trouble. 

Whether or not these arguments are sound, and 
in spite of the fact that some of the most enthusi- 
astic and experienced resectionists hold such views, 
they do not ring true. It is a not uncommon ex- 
perience in doing a perineal or suprapubic pros- 
tatectomy to have a report from the pathologist 
that he found a small area of carcinoma in some 
remote portion of the tissue. It is in such cases that 
a permanent cure is to be expected; were resection 
to have been done, the carcinomatous area would 
probably have gone undetected and so unremoved. 
By the time the neoplasm had developed to the 
point of producing obstruction, the chance of 
actual cure would have been nil. In other words, 
I believe, and others of sound judgment believe, 
that resection cannot and does not remove all the 
diseased tissue from which the patient is suffering. 

There is no doubt that resection as compared 
with any other operation for the relief of prostatic 
obstruction has many advantages. These have 
been so frequently and so fully enumerated that it 
is needless to dwell upon them here. When all goes 
well, the patient is entirely comfortable during his 
brief convalescence; he has no shock, and is out of 
bed within a few days. In fact, where a second 
resection has been required, as has been the case in 
a few, he has submitted to it with little or no ob- 
jection or argument. Even under these circum- 
stances his total postoperative residence in the hos- 
pital has, generally speaking, been considerably less 
than if he had either a perineal or a suprapubic 
operation. 
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In all cases of prostatic obstruction vasectomy has 
been done as a routine measure in the belief that 
epididymitis may spell disaster, especially in an old 
and feeble patient. Whereas all my earlier resec- 
tions were done under spinal anesthesia, many, if 
not most, are now done under gas-ether anesthesia. 
I feel that the old, feeble, arteriosclerotic patient 
recovers much better from the latter type of anes- 
thesia. In the early years of resection much more 
time was consumed in the operation than is now 
the case, and that is perhaps one of the reasons 
why spinal or sacral anesthesia was elected. 

While all cases which are to be resected have the 
preoperative care which is usually given one with 
prostatic obstruction, I believe that it need not al- 
ways be so prolonged as when a prostatectomy is 
to be done. Everything depends upon circum- 
stances. Also, a considerable number of patients 
with but a small residual of uninfected urine and 
a good kidney function can be resected without 
any preoperative drainage whatever. Drainage of 
any type spells infection of greater or lesser sever- 
ity, and it is logical to operate in as clean a field as 
possible. Postoperative catheter drainage has been 
maintained for from two or three days to a week, 
depending on the amount of bleeding and on the 
presence of pyrexia. In the absence of these symp- 
toms the catheter can be removed within a day or 
two, and the patient allowed to get out of bed. 

I have already promised that you would not be 
burdened with masses of statistics or details of op- 
erative technic. My effort has been to take a 
bird's-eye view of the whole question of prostatic 
obstruction and its relief. Whether transurethral 
resection as we now know it is the final answer, 
time will show. But before concluding, I want to 
make a few observations based upon my experi- 
ence not only with resection but with prostatec- 
tomy in general. 

There is no doubt, whether or not resection is 
going to be the final answer, it will at least be 
the method of election in a large number of cases 
of prostatic obstruction. Each case must be evalu- 
ated and studied with the utmost care, and sub- 
jected to that type of operation which seems to 
offer the most hope for recovery and relief. The 
wise surgeon will not allow himself to be swayed 
in one direction only. He must be flexible in his 
willingness and in his ability, and if he feels that 
he himself cannot offer the patient what is best 
for him, he should not be afraid to call to his aid 
the one who can. While many surgeons who do 
not pretend to be urologists can and do perform 
suprapubic prostatectomy not infrequently and 
perineal prostatectomy occasionally, there are rela- 
tively few who have sufficient intimacy with the 
bladder neck as seen through a resectoscope to 
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warrant their undertaking a prostatic resection. I 
am aware that the high-pressure salesman with a 
resectoscope or an electrical apparatus to sell will 
paint a glowing picture of the ease and simplicity 
of the operation. But I insist that he is wrong, 
and that such talk is unfair not only to the pro- 
spective patient but also to the surgeon. As the 
result of it hundreds, perhaps thousands, of cases 
have been resected by the unskilled as well as by 
the skilled. Some of their results— mostly the 
good results—are known. Others, in fact the 
very ones which should be known to us, are never 
published and for very obvious reasons. The sur- 
gical world has gradually begun to realize that 
prostatic resection is not the simple and harmless 
procedure that it was once thought to be. In fact, 
it has been found to require a greater knowledge 
of the anatomy and appearance of the bladder neck 
than some surgeons ever dreamed of; it has also 
been found that the resectoscope itself can be a 
very dangerous implement. As a result of these dis- 
coveries many of those who could never hope to do 
more than an occasional case have been wise 
enough to withdraw from the field. Others, 
equipped by training and experience, as well as 
having a genuine interest in surgical progress, have 
persisted, until today the operation of transurethral 
resection is on a firm footing, with a mortality of 
from 2 to 3 per cent or even less. 

Through reading the literature and through con- 
versation with various individuals, I find that those 
who have done the most cases not only have the 
lowest mortality, but also believe that there are 
extremely few cases which do not lend themselves 
to this type of operation. I believe that resection 
will eventually be done more and more and better 
and better with fewer contraindications. It all 
comes down to a matter of experience, judgment 
and extreme care for the countless technical details 
which spell success. 

Orr and Rue," whom I have already quoted, 
have investigated the results of transurethral pros- 
tatic resection as compared with those of pros- 
tatectomy so carefully that their findings should 
be more widely known. They sent questionnaires 
to some 200 members of the American Urological 
Association, receiving 73 replies. It was found that 
14,104 prostatic resections and 5062 prostatectomies 
had been done, a ratio of almost 3:1. The mor- 
tality of resection was 2.5 per cent, that of pros- 
tatectomy 3.8 per cent. Serious hemorrhage fol- 
lowing resection required cystotomy for its control 
in 107. In 648 cases, or 4.9 per cent, severe infec- 
tions occurred. A second resection, required be- 
cause of the removal of insufficient tissue at the 
first one, was done in 488 cases, while in 172 cases 
subsequent prostatectomies were required. It is 
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important to note that troublesome incontinence, 
temporary or permanent, resulted in 105 patients. 

While I do not wish to be understood as con- 
demning transurethral prostatic resection, I do want 
to make it clear that it is a procedure to be under- 
taken only by those who are competent and by 
those who are aware of its dangers. Neither the 
perineal nor the suprapubic operation is in the 
discard, but there is now still another and a very 
satisfactory method of relieving prostatic obstruc- 
tion. 

The writer acknowledges with gratitude the great help 
given him by his associates, Dr. Sylvester B. Kelley and 
Dr. John L. Shaw, in the preparation of this paper. 

87 Marlboro Street. 
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Discussion 


Dr. J. P. Bowrer, Hanover: Dr. Barney has covered 
a somewhat controversial subject most completely and 
fairly, and with his general conclusions we certainly agree. 

The subject of transurethral resection has aroused much 
emotion. This emotion has been evinced by three groups. 
The first is composed of those who refuse to recognize 
any other procedure as being worthy of application in cases 
of prostatic obstruction; obvious dangers are presented 
by this attitude. The second includes the irreconcilables, 
from whom such scientific literature as “Moonlight and 
Roses” emanates; the extremeness of their attitude is scien- 
tifically absurd. The third group is made up of those 
who react humanly to the introduction of a technic for 
which they have had no basic training, and whose emo- 
tionalism is usually in inverse proportion to their experi- 
ence with the procedure. course, none of us are 
included in these groups! 

No new principle is involved in the transurethral opera- 
tion. The procedure was introduced many years ago, 
in general unsuccessfully because of the lack of proper 
instruments and equipment. The development of electro- 
surgical equipment permitted the resumption of the pro- 
cedure, and led, as such innovations always do, to over- 
enthusiasm and premature and unwise application, aided 
and abetted by the exploitation of instrument and equip- 
ment manufacturers. 

In our opinion, transurethral resection in properly se- 
lected cases, as Dr. Barney has already emphasized, is 
a most satisfactory procedure. In long-standing, massive 
hypertrophy with its usual sequelae of congestion and 
sepsis, we are no longer dealing with a local lesion which 
permits a primary, local attack. In cancer of the prostate, 
we feel it is an ideal operation, and so far as we are con- 
cerned the only one to be considered. The long-time 
results of prostatic malignancy are miserable. The reports 
on many series of cases show in general the same end 
results, irrespective of the methods or combination of 
methods of treatment applied. In the case which has 
progressed to the point where a clinical diagnosis of cancer 
of the prostate can be made, we have only two practical 
problems to meet: relief of pain, and relief of urinary 
obstruction. Deep x-ray therapy for the former, and 
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sufficient resection for the latter, certainly offer the 
comfortable method of relief that can be offered 
patients up to the present time. 

Our first resections were done in 1933. I 
that I cannot give the suprapubic figures for the first two 
years, but this review was started too late to get them. 
I may state that all these resections have been done by me. 
To each of our staff is allocated a special field to it 
the accumulation of an experience that would not be 
possible if divided among several individuals. 

The first 6 cases of transurethral resection, following 
the advice of an experienced friend, were done following 
a preliminary cystotomy. In spite of this, the third case 
was lost as the result of uncontrollable hemorrhage. 
Though the case was reopened from above, packed, and 
transfused, death followed from too much poor surgery. 

Up to the first of this year, 61 resections have been done, 
with 4 deaths. In the last two years, 45 were done, as 
compared with 11 two-stage suprapubic operations. It is 
logical that the one-stage suprapubic operation has dis- 
appeared from our tables, in that we feel that wherever 
that operation is indicated the transurethral operation is 
also applicable. 

The increasing use of the transurethral resection on our 
part is shown by these figures. Increasing experience 
means—as it will in general— greater improvement 
in technic and wider application of the procedure, and 
more patients will permit this procedure as an elective one 
in an early stage, who would otherwise avoid a longer 
procedure until forced into it. The nee of trans- 
urethral operation by the patient has already reached the 
point where the consultation involves not a justification 
of the operation but a detailed and at times argumentative 
explanation as to its contraindications in those cases where 
open operation should be done. 

It has been possible to follow most of these cases rather 
closely. Recurrences have been few. We have done 2 

y resections; in | of these the primary resection 
was done by us, in 1 it was done elsewhere. With im- 
proved technic, the removal of increasing amounts of tissue 
and improved anatomic results, recurrence should be less. 
When discussion is directed at the balance of value between 
various operative methods, it should be pointed out that 
the methods other than the one under discussion are also 
subject to recurrent and faulty mechanical liabilities. 

The factor of recurrence, according to our experience, 
can be overemphasized. If the operation be indicated 
in the first place, any secondary operation is relatively 
minor and is done under better conditions than was the 
first. To introduce even a fatalistic note, one must bear 
in mind the normal life expectancy of these patients when 
discussing permanency of cure in terms of years of dura- 
tion. And aside from rare inflammatory processes, and 
in the absence of mechanical interference with bladder 
function, no one has yet proved that the continued posses- 
sion of prostatic tissue is harmful. 

’ Autopsy examination was carried cut on all 5 of these 
fatal cases. The first case has been briefly described. The 
second, also from hemorrhage, was that of an extremely 
fragile old man on whom a cystotomy was done with 
the idea of probable permanency. Three months later 
he returned seeking to get rid of his permanent cystot- 
omy. Because our experience had been that a_trans- 


urethral resection is the lesser procedure in such cases, 
it was done. Terrific hemorrhage was encountered, 
a suprapubic enucleation was done immediately and 
the patient succumbed two days later. This death has 
been charged to transurethral resection. The other 2 
transurethral fatalities and the suprapubic fatality repre- 
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sent the usual background of prostatic — sepsis, 
pneumonia and cardiovascular degeneration. 

In other words, there were 2 transurethral deaths result- 
ing from technical errors, which basically and in the light 
of present experience and autopsy findings meant poor 
judgment in selection of operation. Up to the present 
time we have done 75 transurethral operations, with the 
number of fatalities remaining at 4; there has been no 
mortality in the last 45 cases. 

We agree entirely that the transurethral operation re- 
quires careful selection of cases, and this necessitates ex- 
perience; that proper selection can be proved by minimal 
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mortality resulting from technical errors; that increased 
experience of the individual operator will lead to an 
increased operability by this method; that the method 
will lead to earlier operations in many patients now headed 
for the chain of degenerative lesions usually accompanying 
prostatic obstruction; aid finally, that the procedure is 
a distinct addition to the armamentarium to be offered 
these patients. 

In conclusion, we are delighted with Dr. Barney's middle- 
of-the-road presentation. On the basis of such discussions 
as his, an intelligent and reasonable attitude as to the place 
of the transurethral operation will gradually evolve. 


THE PRESENT-DAY TREATMENT OF PUERPERAL ECLAMPSIA 
Harotp M. Teer, M.D.* 


BROOKLINE 


HE toxemias of which lead po- 

tentially to convulsions are characterized ,“ 
one or more of three cardinal signs; namely, hyper- 
tension, albuminuria and edema. In addition to 
these signs, in most cases which progress to con- 
vulsive seizures, the convulsions are preceded by 
one or more of the following prodromal symptoms: 
visual disturbances, severe headache, vomiting, epi- 
gastric pain, torpor and irritability. 

Patients whose pregnancies are complicated by 
these potentially convulsive toxemic states may be 
divided into two general groups. 

The first group consists of women “who are 
known to have been free from vascular or renal 
disease before the pregnancy concerned. In these 
cases the hypertension, albuminuria, edema and 
symptoms often develop and progress rapidly over 
a period of days or weeks. Unlike acute nephritis, 
the signs and symptoms often are not preceded or 
accompanied by evidence of infection, fever, 
pyuria, bacilluria or hematuria. The occurrence of 
this symptom complex during pregnancy in a 
previously healthy individual is usually designated 
as simple pre-eclampsia. 

The second group consists of women with back- 
grounds of hypertension, or less commonly paren- 
chymatous nephritis (glomerulonephritis or pyelo- 
nephritis), who develop a similar or identical con- 
dition. In these patients such hypertension or al- 
buminuria as is already present tends to increase 
over the established level as the pregnancy advances 
toward the third trimester; edema may appear, and 
symptoms develop which are identical with those 
of simple pre-eclampsia. Whether, in an_indi- 
vidual case, the condition is an exacerbation of the 
pre-existing hypertension or nephropathy, or is a 
superimposition of pre-eclampsia upon the pre- 
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existing vascular or renal disease, is often debatable. 

However that may be, in both groups of patients 
convulsive seizures may supervene unless the con- 
dition is properly treated. Indeed, in rare in- 
stances convulsions may occur in spite of anything 
that can be done. When convulsions occur in pa- 
tients of either group, the condition may be de- 
scribed as puerperal eclampsia, or more simply, 
eclampsia. The nature of these eclamptic convul- 
sions is not clearly understood. That they are 
usually not of uremic origin is indicated by the 
fact that in the great majority of cases, even when 
some hypertension has preceded pregnancy, there 
is no significant azotemia at the time of the first 
convulsion. 

Used in the sense which has been defined, puer- 
peral eclampsia (which will subsequently be re- 
ferred to simply as eclampsia) may be briefly de- 
scribed as pre-eclampsia which has progressed to a 
point at which convulsions have occurred. In ad- 
dition to the occurrence of convulsions, eclampsia 
differs from pre-eclampsia in one other very im- 
portant respect: once convulsions have occurred, 
the mortality is increased approximately tenfold. 
This fact offers a sound basis for the observation 
that the most important present-day feature in 
the treatment of eclampsia is prevention. The ap- 
plication of modern standards of prenatal care will 
effectively prevent some 75 per cent of all cases of 
eclampsia. This statement is made only after care- 
ful study of the records of some 200 eclamptics, 
investigation into the incidence of eclampsia at the 
Boston Lying-in Hospital and inquiry into its 
incidence in the private practices of a number of 
long-established obstetricians. 

At the outset it is well to recall that all thera- 
peutic measures are of necessity directed at the 
control of signs and symptoms of this disease; 
rational treatment still awaits elucidation of the 
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cause. I present under five headings a brief sur- 
vey of present-day methods in the treatment of 
eclampsia. No attempt will be made to destribe 
all measures which are locally in vogue. 


CONTROL OF THE CONVULSIONS 


The cause of eclamptic convulsions has not been 
finally established. However, it appears very prob- 
able that the increased cerebral irritability is as- 
sociated in some way with cerebral edema, in- 
creased intracranial pressure or the cerebral 
anoxemia which accompanies these changes. There 
have been two principal approaches to the control 
of the convulsions. First, hypnotics, soporifics and 
sedatives have been given with a view to depressing 
the hyperirritable centers by direct action. Estab- 
lished drugs of this group are morphine, chloral 
hydrate, magnesium sulfate given parenterally and 
derivatives of barbituric acid, such as amytal, pento- 
barbital and luminal. Secondly, attempts are made 
to reduce the cerebral edema and increased intra- 
cranial pressure. Measures used to accomplish this 
purpose are the restriction of fluids and salt, re- 
peated spinal drainage, the administration of hy- 
pertonic solutions of glucose and sucrose intrave-. 
nously, and the exhibition of concentrated solutions 
of saline cathartics by mouth and by rectum. Mag- 
nesium sulfate, when given in 10 per cent solution 
intravenously, in addition to its sedative action, 
also exerts some effect in reducing intracranial 
pressure. 

None of the measures which I have mentioned 
are effective in controlling the convulsions in all 
cases. Not infrequently the doses of morphine, 
barbiturates or magnesium sulfate which are suf- 
ficient to control the convulsions are in them- 
selves dangerously toxic. For this reason, there 
has been a tendency of late in some clinics to give 
smaller doses of several drugs. 


A survey of the recent literature indicates that 
the use of magnesium sulfate intravenously or in- 
tramuscularly has established itself as one of the 
most effective measures in the control of convul- 
sions. For intravenous use, 20 cc. of a 10 per 
cent solution may be given slowly, as soon after 
the first convulsion as possible. This dose should 
be repeated after each subsequent convulsion, or 
when increasing irritability, with or without ris- 
ing blood pressure, indicates impending recurrence 
of convulsions. Provided that it is not repeated 
more often than once an hour, three or four 
doses may be safely given in twenty-four hours. 
If for any reason the intravenous route is im- 
practical, magnesium sulfate may be used intra- 
muscularly, although the response is not so prompt. 
The usual dose is 15 cc. of a 25 per cent solution. 
This also may be repeated up to four doses in 
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twenty-four hours. When used intramuscularly, 
magnesium sulfate should be injected deep into the 
gluteal muscle, using at least a 5-cm. needle. Sub- 
cutaneous injection results in a painful slough. 

The use of morphine in eclampsia often fails to 
control the convulsions unless the dose is pushed 
to the point at which it is dangerously toxic. 
Moreover, neurologic surgeons and internists have 
long since regarded cerebral edema and convul- 
sions or coma of suspected intracranial origin as 
contraindications to morphine. For these reasons 
it has been given up as a routine measure in a 
number of clinics. 

If magnesium sulfate is not available, and in 
the uncommon instances in which it fails to con- 
trol the convulsions, one of the barbiturates may 
be used. Pentobarbital may be given in doses of 
from 6 to 9 gr. by mouth if the patient is conscious, 
or if she is vomiting or in coma, by rectum; or 
luminal sodium may be used subcutaneously or 
given slowly intravenously in doses up to 5 gr. 
Smaller doses of either drug may be repeated at 
four- to six-hour intervals if they are indicated 
on account of increasing irritability. 

The bulk of opinion supports the restriction of 
water and salt as measures in combating the gen- 
eral and cerebral edema. The actions and uses 
of hypertonic glucose and sucrose solutions, both 

which reduce intracranial pressure, will be dis- 
cussed under a subsequent heading. Results fol- 
lowing the use of spinal drainage are not signif- 
icantly different from those attained without it. 


CARE OF THE CIRCULATION 

The essential changes in the circulation and 
circulatory organs of eclamptics are vascular spasm, 
hypertension, blood concentration and a predis- 
position to heart failure with the development of 
acute pulmonary edema. The hypertension would 
seem to be, at least in part, a protective response 
to the vasospasm. For this reason, measures 
which have as their objective lowering of the 
blood pressure through depressing the heart ac- 
tion or through central effects would seem to have 
potential dangers. Effective measures for the 
prompt release of the peripheral vasospasm have 
not yet been devised. The blood concentration 
may be combated with some degree of success by 
the intravenous use of hypertonic solutions of glu- 
cose or sucrose, since these solutions exert their 
effects by withdrawing fluid from the tissues into 
the vascular system. As will be emphasized later, 
caution in the use of intravenous fluids should be 
exercised lest the heart be overburdened. 

Measures for the protection of the heart in- 
clude absolute rest with avoidance of movement 
and of unnecessary examination, rapid and full. 
digitalization, caution in the use of intravenous 
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fluids and postural drainage of tracheal and bron- 
chial secretions. It is at times actually necessary to 
stand the patient on her head in order to free the 
trachea and bronchi of the accumulated viscous 
fluid. If acute pulmonary edema develops, vene- 
section is indicated. Plasmaphoresis offers the 
benefits of venesection without the resultant ane- 
mia. 


MANAGEMENT OF ELIMINATION 


There is little support for the time-honored the- 
ory that eclampsia is caused by absorption of toxic 
products from the bowel as a result of constipa- 
tion. Nevertheless, it is the common experience 
of clinicians that saline catharsis exerts a generally 
favorable influence on the course of the disease. 
Perhaps the hydrogogue action of the saline ca- 
thartics in reducing the cerebral and generalized 
tissue edema may contribute materially to the 
apparent beneficial effects. The trend of present- 
day opinion is away from the use of violent irri- 
tants, such as croton oil. 

Generally accepted measures in the care of the 
bowel are the use of the enema after preliminary 
measures to control the convulsions, and in con- 
scious patients, moderate doses of magnesium sul- 
fate, or better, sodium sulfate by mouth. Saline 
cathartics when given with too little water are 
likely to induce vomiting, which is particularly 
dangerous if subsequent convulsions or coma occurs. 

Oliguria and anuria may be aided temporarily 
by the use of hypertonic glucose or sucrose solu- 
tion. Sucrose,* while it has certain theoretic ad- 
vantages over glucose in the reduction of intra- 
cranial pressure and generalized tissue edema, has 
not proved its practical superiority to glucose in 
the treatment of eclampsia, and occasionally has 
been accompanied by severe reactions. For this 
reason, these remarks will be confined to the use 
of glucose. Most present-day observers prefer to 
use glucose in aqueous rather than in saline so- 
lution because of the difficulty eclamptic patients 
have with the elimination of electrolytes. Con- 
centrations of glucose solution varying from 5 to 
50 per cent are used; in general, the more con- 
centrated solutions are used upon patients with 
greater amounts of edema; from 300 to 500 cc. 
of a 20 per cent solution may be cautiously injected 
intravenously over a period of from thirty min- 
utes to one hour. Care should be exercised to see 
that the glucose solution is at body temperature 
as it enters the vein. The pulse should be counted 


*Following the intravenous use of hypertonic solutions of glucose or 
sodium chloride, it is claimed that the ‘mmediate resultant decrease 
in intracranial pressure is followed after a short interval by a subsequent 
rebound or rise in pressure, which is associated with the diffusion of these 
solutions into the tissues and cerebrospinal fluid. On the other hand, 
sucrose when injected in hypertonic solution intravenously does not diffuse 
materially into the tissues and cerebrospinal fluid, and is excreted almost 
quantitatively in the urine. For this reason, little or no secondary rise 
in cerebrospinal pressure occurs. 
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frequently and the patient watched constantly for 
the development of pulmonary edema. At the first 
sign of respiratory distress or significant increase 
in pulse rate, the injection should be discontinued. 
The injection of the glucose solution may be re- 
peated at intervals of from six to twelve hours. 


MANAGEMENT OF THE PREGNANCY 


Following the consistent reports of the frightful 
mortality which attended immediate accouchement 
forcé and other forceful methods of delivery in 
eclampsia, there was a marked swing to the other 
extreme in the management of the pregnancy. Al- 
lowing the pregnancy to continue for days to weeks 
after convulsions were controlled became identi- 
fied in many minds with so-called “conservative” 
treatment. The tendency of recent years is defi- 
nitely toward termination of pregnancy by gentle 
means as soon as the convulsions have been well 
controlled, or as soon as it is learned that they 
cannot be adequately controlled. This is usually 
a matter of from six to twelve hours. Fortunately, 
in many cases spontaneous labor begins within a 
few hours after the onset of the convulsions. When 
this does not occur, the method of preference in 
most cases is simple rupture of the membranes. 
Many observers prefer to shorten a prolonged sec- ° 
ond stage of labor by simple operative means. If 
the second stage is not prolonged or difficult, spon- 
taneous delivery is to be preferred because it avoids 
the problem of anesthesia. 


Only in rare instances is abdominal delivery in- 
dicated, and then preferably only after consultation 
with an obstetrician of considerable experience, and 
a careful choice of anesthetic. 


CARE OF THE PATIENT 


Having presented certain trends of present-day 
opinion concerning the most effective measures for 
treating the signs and symptoms of eclamptics, it 
is perhaps not out of place to close with a few 
remarks upon the management of the patient 
herself. 

Unless the distance makes it impossible, the 
eclamptic always should be transferred to a hospi- 
tal. This should not be done, however, until pre- 
liminary steps have been taken to control the con- 
vulsions. The common practice of giving the pa- 
tient % gr. of morphine before transfer rarely pre- 
vents subsequent convulsions. A more effective 
measure is the use of 20 cc. of 10 per cent mag- 
nesium sulfate solution, given intravenously and 
slowly. Magnesium sulfate in 10 per cent solution 
suitable for intravenous use is available in 20 cc. 
ampules. If it cannot be given intravenously, 15 
cc. of a 25 per cent solution may be injected deep 
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into the gluteal muscle, although the therapeutic 
is Not so prompt. 

If magnesium sulfate solution for parenteral use 
cannot be obtained, 9 gr. of pentobarbital mav be 
given by mouth if the patient is conscious, or by 
rectum if she is in coma. Luminal sodium may 
be substituted for pentobarbital in doses up to 5 
gr. given subcutaneously or injected slowly into 
a vein. 

On arrival at the hospital, the patient should 
be placed in a quiet room, with good ventilation, 
on her side and flat in bed. A special nurse should 
be in constant attendance. Visual, tactile, auditory 
and painful stimuli should be reduced to a mini- 
mum. This means reducing physical examinations 
to a minimum. Many a severe pre-eclamptic has 
had her first convulsion during or immediately 
following rectal or vaginal examination. Such pro- 
cedures, as well as giving enemas and obtaining 
catheter specimens of urine, are better delayed un- 
til the patient is well under the influence of drugs. 

In most cases, counting of the pulse need not be 
done more frequently than every thirty minutes. 
* The blood pressure should be taken no more often 
than at one- to two-hour intervals, and the cuff 
should be left in place between readings. Per- 
sonally, I prefer obtaining urine specimens at in- 
tervals of eight hours to the use of the inlying 
catheter. The latter serves as an irritant, and 
knowledge of the urine output at intervals of a 
few minutes should not materially change the 
policy of treatment. 

The eclamptic should never be left alone, since 
in the event of subsequent convulsions, the tongue 
should be protected and a clear airway main- 
tained. 

Water or orangeade may be allowed to conscious 
patients in small amounts. The added comfort 
which results more than compensates for the un- 
desirable burden of the few ounces of fluid. 
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By means of careful constant observation, it is 
often possible to anticipate a convulsion, the pre- 
monitory signs of which are increasing irritability 
and rising blood pressure, so that the repetition of 
dosage with magnesium sulfate or other sedatives 
may forestall another seizure. 

When the convulsions are well under control, 
an enema has been given and catharsis has been 
started, the membranes may be ruptured, preferably 
under anesthesia. Gas-oxygen-cther may be used, 
but cyclopropane offers marked advantages, both 
in smoothness of induction and in avoidance of 
undesirable irritant effects on the lungs and kid- 
neys. 

In a small proportion of desperate cases it is 
impossible to control the convulsions. If this 
cannot be done after from four to six hours, it is 
probably wise to take steps looking toward termi- 
nation of the pregnancy, since in these intractable 
cases delivery offers the only reasonable hope of a 
favorable outcome. 


SUMMARY 


Puerperal eclampsia is largely a preventable dis- 
ease. Good prenatal care reduces the incidence 
of pre-eclampsia from which eclampsia develops. 
Good care also permits the physician to detect pre- 
eclampsia in its incipiency in the great majority of 
cases, and to prevent the occurrence of convulsions 
through proper management. 

Once convulsions have occurred, the treatment 
is largely empirical, because the precise etiology 
is unknown. Modern trends in the treatment of 
eclampsia have been presented under the head- 
ings: (1) control of the convulsions, (2) care of 
the circulation, (3) management of elimination, 
(4) management of the pregnancy and (5) care 
of the patient. 
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History is said to be fiction upon which 
most historians agree. I am trying to confine 
myself to known facts derived from the writings 
of Hippocrates, but I admit that some conclusions 
may be fiction. 

The discussion of the life of Hippocrates in- 
volves many factors: he himself as a man, as a 
teacher in his own time, his influence on the fu- 
ture of medical practice, his personification of the 
intellectuality of his time, his place among the 
social and economic factors of his age, and his 
establishment of the fundamental principles of 
medicine. I have not the time to discuss them 
all in detail. 


Of Hippocrates himself as a man we know very 
little. We do not know when or where he was 
born. We do not know whom he married. We 
do not know how many children he had, if any, 
and we do not know when or where he died. 
But we do know that he was the dominating in- 
fluence in the School of Medicine at Cos. Cos was 
an island off the eastern coast of Greece in the 
Aegean Sea; it was the seat of learning, chiefly 
for the training of the Ptolemaic princes, and was 
also the seat of medical study. Hippocrates was 
not an explosion from the dust; his career was 
the development of a previous century of the study 
of human beings and their diseases (Dis-Eases). 
Previous to his time disease had been considered 
as the visitation of a demon, and incantations and 
nauseating drugs had been administered for the 
purpose of driving it out. Hippocrates was the 
first to put in writing the conception of disease 
as being due to natural causes. He writes quite 
extensively concerning the physis, or organism. 
To that word “physis” we add the Greek word 
“logos,” meaning lore or learning, to form the 
modern word, “physiology.” We have no word in 
the English language which completely conveys 
the meaning of “physis.” Probably the best word 
that we can use is “organism.” If we include in 
our conception of the word all functions of the 
body, organic, nervous and mental, we approach as 
nearly as possible its interpretation. In spite of 
not knowing anatomy, Hippocrates recognized 
that the physis was composed of many parts with 
mutual relations each to the other, and all his de- 
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scriptions and discussions of diseases relate to the 
physis or the entire organism considered as a unit. 

Hippocrates also used the word “regimen.” For 
this, again, we have no adequate English equivalent, 
and are forced to use the word “environment” in 
its most inclusive sense, such as social and family 
relationships, home comforts, financial conditions, 
the nature and preparation and quantity of food, 
air and climatic conditions, water, occupations, di- 
versions, clothing and mental atmosphere. 

Hippocrates established for all time the basic 
principles of physiology and chemical pathology. 
He possessed his five senses, — sight, hearing, touch, 
taste and smell,—and in his case they were keen, 
they were accompanied by an open mind. Four 
hundred and fifty years before Christ, which was 
the time of Hippocrates’ activity, he had no micro- 
scope. He had no opportunity to see the leuko- 
cyte or red blood corpuscle or cocci or bacilli or 
cancer cells or normal cells. He did not have a 
Bunsen burner or a test tube. He had no Fehling’s 
or Benedict’s solution or nitric acid. He had no 
chemical knowledge of hemoglobin or urea. He 
had no syringe or guinea pigs, but from his five 
unaided senses he changed the practice of medicine 
from the demoniacal conception to the conception 
that disease was the result of natural causes. His 
written observations and descriptions are classics, 
and can be read with profit today. 

His physiology consisted of the conception that 
the body contained four humors or fluids: phlegm, 
blood, black bile and yellow bile. These you will 
readily recognize as contained in the discharges 
from the human body. He did not know the 
details of the composition of each, but considered 
the humors as composite units. There were, of | 
course, the four elements: earth, air, fire and water; 
and the four qualities: hot, cold, dry and moist. 
Hippocrates was very critical of the previous ideas 
concerning the four qualities, and based his con- 
ception largely on the four humors or fluids. He 
considered that an imbalance of these humors was 
the primary cause of disease and ill-health, and 
that too much or too little of one or another humor 
produced them. This conception constitutes the 
basis of chemical pathology today. Now we be- 
lieve that too much or too little of this, that 
or the other endocrine, such as those from the 
pituitary gland with its anterior and posterior 
lobes, the thyroid, the parathyroids, the adrenals, 
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the ovaries, the testes, the islands of Langerhans 
and the thymus, and the other possible endocrines 
from other organs such as the liver, spleen, gas- 
trointestinal lining, and so forth; that the bacterial 
toxins such as those from streptococci, staphylo- 
cocci, pneumococci, gonococci, meningococci, ty- 
phoid bacilli, diphtheria bacilli, tubercle bacilli 
and many others; that the lack of the vitamins A, 
B, C, D and E; and that the lack or surplus of pro- 
tein, fats and carbohydrates—all these produce 
many diseases and even cause premature death. He 
did not know the endocrines, toxins and vitamins 
as such, but he did know that the health of the 
patient was improved under a proper regimen. 
He had the basic conception that there existed in 
the body agencies in solution, the imbalance of 
which was the cause of much disease. Fortunately 
we know as much about the imbalance of the body 
humors as Hippocrates did but we have gone him 
one better by giving a lot of single items a name. 

Hippocrates was very definite in his treatment of 
open wounds, insisting that they be cleansed with 
water which had been boiled, and then washed — 
or, as we would say today, irrigated — with wine, 
thus anticipating our modern antisepsis. His de- 
scription of the treatment of fractures and dislo- 
cations has received only slight modification at the 
present time. Of course today we frequently make 
skin incisions for the treatment of fractures, but 
there is no record that Hippocrates was ever sued 
for malpractice. ' 

Let us be intellectually honest with ourselves. 
Did or did not Hippocrates establish on a firm 
basis the essential principles of endocrinology, bac- 
teriology and vitaminology and the essential prin- 
ciples of antiseptic surgery? What essential ad- 
vance have we made on the ideas he promulgated 
except to name and locate and detail special items 
within the physis? Let us again be intellectually 
honest and admit how little control we have over 
these agencies within the physis. 

Without present-day facilities, Hippocrates pos- 
sessed no knowledge of gross or microscopic path- 
ology as we understand the terms. Without knowl- 
edge of organic pathology, he naturally did not 
know the physical nature of individual disease, but 
the things that he did understand were symptom 
complexes and prognosis. A certain symptom com- 
plex described in detail indicates what we now 
recognize as erysipelas, septic sore throat and 
scarlet fever. If I am not mistaken, these three 
are caused by streptococci, and it is possible that 
they are simply separate manifestations of a single 
disease from a common cause; Hippocrates de- 
scribes in detail the symptom complexes which will 
probably lead to recovery, as well as those which 
will probably result in death. He describes the 
symptom complex of tertian and quartan malaria, 
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and states what symptom complexes will lead to re- 
covery or to death. Very vividly does he describe 
pain in the lower right quadrant of the abdomen 
leading to distention and death. Surgery at that 
time not being developed, prognosis was all he 
could offer. . 

His description of chronic cough, with the accom- 
panying loss of weight, sweating at night and dis- 
charge of phlegm, and its prognosis could find a 
worthy place today in a modern textbook on tuber- 
culosis. This was clearly differentiated from a 
cough of sudden onset with a discharge of phlegm 
mixed with blood, hot, burning skin and delirium 
—a condition of short duration with either re- 
covery or death, which might be followed, if re- 
covery occurred, by several months of ill-health. 
We now call this pneumonia followed by empyema. 
He clearly stated that the symptom complex 
of septic sore throat is likely to occur in a per- 
son who has been in contact with another suf- 
fering from the same condition. He also recog- 
nized that the patient with chronic lung dis- 
ease, or as we call him today the tuberculous 
patient, is a menace to those who live in close 
contact. He recognized that tertian and quartan 
malaria, also continuous fever, either typhoid or 
estivo-autumnal, occur in localities where there 
are swamps and stagnant water. He never recog- 
nized the Stegomyta anopheles as such, and he 
never saw the malarial plasmodium in the blood 
stream or the typhoid bacillus, but he did know 
that if stagnant pools and swamps were drained, 
these fevers disappeared in that locality. He 
ascribed these fevers to emanations from the air 
and water. 

He distinguished the malignant breast from 
abscess of the breast. He cauterized the malignant 
breast with a hot rod where today we use 
radium. He did not know which occurred first, 
the neoplasm or the cachexia (I mean the very 
beginning and not the gross appearance); neither 
do we. He did not know the agency which re- 
tards growth at about the age of twenty or twenty- 
five; neither do we. He did not know of Cohn- 
heim’s theory of embryologic cell inclusions, and 
we today have neither proved nor disproved it. 
His description of the facies at impending death 
is a striking example of his powers of observation 
and perception. With his five unaided senses Hip- 
pocrates anticipated much of modern medicine. 
If you wish to test your own powers of observa- 
tion, especially those of you who practice in the 
country, — for all of you do, —I submit two ques- 
tions. In which direction does a pig's tail curl? 
In which direction does a beanstalk wind around 
its pole? These questions have nothing to do 
with medicine, but they do determine whether 
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a man looks or sees. Today we are stressing 
the importance of laboratory examinations and 
withhold a diagnosis until we receive the report, 
yet how many of us take a look with the naked 
eye above the left clavicle instead of insisting upon 
a gastric analysis or x-ray when a patient is com- 
plaining of indigestion? Some men can make a 
clinical diagnosis without a laboratory, and others 
cannot make a clinical diagnosis with a laboratory. 
It is true that we have given names to many de- 
tails, but let us be honest and admit the truth of 
the statement that the known history of the in- 
tellectuality of man offers no support to the Dar- 
winian theory. 

The therapeutics of Hippocrates could well be 
studied today. He had one or two drugs to re- 
lieve pain and one or two to relieve constipation, 
but none were used very often. His treatment of 
disease depended on the creation of a correct 

imen or environment. A digest of his chapter 
on “Air, Water and Places” should be in every 
modern textbook. We can well take a lesson 
from Hippocrates on dietetics. I quote three of 
his famous aphorisms: 

Food or drink slightly inferior in itself, but more pleas- 
- So be preferred to that better itself, but less 
Pp nt. 


If you give the same nutrient to a patient in a fever 
and to a person in health, the patient's disease is aggravated 
by what adds strength to the healthy man. 

Old persons bear fasting most easily, next adults, and 
young people yet less; least of all children, and of these 
least again those who are particularly lively. 

How contrary this is to the practice of some who 
administer an arbitrary milk diet until the patient 
is nauseated even at the sight of a cow's horn. 

Of treatment by the aid of drugs there is almost 
nothing in his writings. Barley water as a light 
diet and wine as a stimulant were favorites with 
him. How different from the therapeutics of to- 
day, when we have pills and mixtures with sixteen- 
syllable names containing sixteen ingredients each, 
each of which is of such slight amount and of 
such doubtful value, and when in our treatment 
of patients we dispense those instead of advising 
correction of the conditions of living, or, as Hip- 
pocrates would say, “the regimen.” Can we hon- 
estly say that we have made any great advance? 
Hippocrates’ patients got well, and so do ours. 
Hippocrates was very insistent that no harmful 
drugs should be used in medication. Are we care- 
ful enough about this today? Do our patients re- 
cover because of or in spite of some present-day 
practices? 

Hippocrates’ description of the mastoid is of ex- 
treme interest. He tells of the symptom complexes 
which indicate probable recovery or approaching 


death. This description holds true today, and 
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repeatedly have I observed that when I have seen 
the symptom complex of acute mastoiditis and have 
delayed the operation for two or three days, the 
symptom complex disappeared. Also, I have had 
deaths following operation; how I should have wel- 
comed Hippocrates in consultation in some of these 
serious cases! 

There are two different and fundamental con- 
ceptions among practitioners in the treatment of 
disease — one being to aid and assist nature in 
every possible way, the other being to interfere 
with the disease. Hippocrates believed in the aid 
and assistance of nature, and was frank to admit 
his limited powers of control. I think it was 
Ambroise Paré who said, “Nature cures the dis- 
ease and the treatment amuses the patient.” As 
has been said, Hippocrates was a keen observer 
with an open mind, a student of nature and mate- 
rial causes. I leave it to those who are more ca- 
pable than myself to lead the profession along the 
better of these two lines. I repeat, one of the out- 
standing features of the Hippocratic mentality and 
the Hippocratic writings was to observe and recog- 
nize the symptom complex and to admit the limita- 
tions of control. He emphasized the ability to 
make a correct prognosis, and also the modifica- 
tions of the symptom complex to be accomplished 
by a proper regimen. 

The ethics and ideals of Hippocrates should be 
studied by every practitioner. 1 have not time to 
read to you the Hippocratic Oath,* but I am afraid 
that there are many who could not affix their sig- 
natures to it. The personal life of the physician, 
his relation to his patient, his pledge of secrecy, 
such as talking on the street or in clubs, or in 
court, and the matter of birth control were very 
clearly stated. His moral relations with his pa- 
tients and family and their servants were suc- 
cinctly outlined. The Hippocratic Era deserves 
serious study. Hippocrates lived in an age when 
there was an epidemic of intellectuality; there have 
been many epidemics in the history of civilization, 
some of intellectuality and some not. Several of 
these may be mentioned: the Crusades, the Renais- 
sance, early New England literature, Salem witch- 
craft, technocracy, the World War, nudism, and 
many others. Hippocrates was contemporary 
with Sophocles, Euripides, Aristophanes, Pindar, 
Socrates, Plato, Heroditus, Thucydides, Theocri- 
tus, Phidias and Pericles. Could we today find a 
group to compare with these men? 


*Tue Hippocratic Oatu 

(Translated by Arthur J. Brock, M.D., Edinburgh) 

To the memory of Dr. Francis Adams of Banchory 

I swear by Apollo the Healer and by Aesculapius, 
by Hygeia and Panacea, and by all gods and . 
making them my witnesses, that I will fulfill according 
to my power and judgment this oath and this covenant. 
I will look on him who taught me this art as I do my own 


Vol. 
1 


Vol. 217) No. 27 

History is said to be imagination thrown back- 
ward, and I can imagine these men sitting together 
under an olive tree or a grapevine in the summer 
evenings, or under some shelter in the winter, 
discussing the problems of life. We older men can 
remember when, after milking, our fathers would 
occasionally take us to the post office, where they 
would sit by the hour, and there, too, problems of 
life were discussed. Have golf, bridge and poker 
helped to increase our intellectuality ? 


Hippocrates was a thinker and enjoyed the com- 
panionship of thinkers. There was no printing in 
those days. There were some few manuscripts 
to be studied, most of them misleading, and what 
a man thought he thought out himself except as 
he associated with other thinkers. 1 quote from 
H. G. Wells: “Reading crowds the memory and 

ents one’s thinking.” Greece, where Hippoc- 
rates lived, then consisted of a hundred and fifty 
separate units, independent and _ self-governing, 
comparable in size to our townships and counties, 
each attending to its own business. His was a 
country practice on the island, Cos. On the other 
hand, he seems to have been a consultant in other 
communities. There is evidence that his travels 
were quite extensive, considering the opportuni- 
ties for them; most of these trips must have been 
for the purpose of consultation, because there were 
few facilities at that time for study or instruction. 
He did not even have the advantages of the coun- 
try practitioners in our own State, who have the 
combined experience of the past written in books. 
He observed his patients keenly and in detail, 
and from his observations drew conclusions and 
deductions, thereby contributing to posterity a 
sound basis for the understanding of disease. _ 


parents, and will share with him my livelihood. If he be 
in need, I will givé him money. I will hold his offspring 
as my own brethren, and will teach them this art, if they 
wish to learn it, without fee or written bond. 
instruction by precept and by lecture and by every other 
imode to my sons, to the sons of him who taught me, and 
to those pupils who have taken the covenant and sworn 
the physicians’ oath, and to none other besides. According 
to my power and judgment, I wili prescribe regimen 
in order to benefit the sick, and not to do them injury 
or wrong. I will neither give on demand any deadly 
drug, nor prompt to any such course, nor, similarly, will 
I give a destructive pessary to a woman. In holiness and 
righteousness I will pass my life and practise my art. . . . 
Into whatever houses I enter, my entrance shall be for the 
benefit of the sick, and shall be void of all intentional 
injustice or wrongdoing, especially of carnal knowledge 

woman or man, bond or free. And whatsoever, either 
in my practice or apart from it in daily life, | see or hear 
which should not be spoken of outside, thereon will I keep 
silence, judging such silence sacred. 

If, then, I fulfill this oath and do not violate it, may 
I enjoy my life and art and be held in honor among all 
men for ever; but if I transgress and prove false to my 
oath, then may the contrary befall me. 
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The Hippocratic writings are said to be largely 
those of Hippocrates himself, especially the Oath, 
the Aphorisms and the Fascies. He was quite ver- 
bose, and his writings are difficult to read. He 
discusses in detail both what we should consider 
essentials and what we should consider non-essen- 
tials. Well do I remember the instructions from 
my old teacher, Sir William Osler, not to inter- 
rupt a patient when he was telling his story, no 
matter how long and drawn out it was, because if 
one listened carefully some small item, some chance 
remark, would give a clue to the diagnosis. What 
seems trivial to the patient may be fundamental 
to our understanding of the case—-and the op- 
posite may also be true. 

Other sections of the Hippocratic writings are 
evidently the work of associates, some of them pos- 
sibly successors; but all the manuscripts are anony- 
mous. Today, medical articles are conspicuously 
headed by the name of the writer. 

The Hippocratic writings are now accessible, in 
translation, and furnish profitable reading, not so 
much because of the statements they contain as 
because they reflect Hippocrates’ mentality and 
his powers of observation and deduction. More- 
over, his intellectual integrity was absolute. He 
boasts of no cures due to his own skill, but simply 
states facts as he saw them. What a contrast with 
some of the methods of the present! We each have 
the same five senses that Hippocrates possessed. 
We each have a mind such as he possessed, but do 
we utilize our senses and our minds as he did? 
With our laboratories and other artificial aids we 
have atoms, molecules, cells. vitamins, bacteria, 
serums, toxins and endocrines, but these only 
serve as detailed explanations of the fundamental 
principles of imbalance which Hippocrates con- 
ceived. How much more important it would be 
for a hospital to exhibit to the visitor the men- 
tality of its staff than the equipment of its won- 
derful showrooms! Money will buy the one, 
but only God and hard study can make the other. 

Following the death of Hippocrates, which pre- 
sumably occurred shortly after 400 B.C., we have 
about five and a half centuries during which civ- 
ilization changed; I purposely avoid the use of the 
word “progressed.” So far as medicine is con- 
cerned, there were a number of writers, but I am 
not able to learn that they added anything in the 
way of original thought to the products of Hip- 
pocrates and his associates. One cannot help but 
feel when reading the literature of the next few 
centuries that the writers were more inclined to 
enhance their personal reputations by differing with 
Hippocrates than to advance the true knowledge 
of medicine. One of the outstanding men, of 
course, was Celsus, who compiled in a very im- 
partial manner the medical knowledge of his time; 


« 


there was also Aristotle, who made definite con- 
tributions not only to the basic principles of med- 
icine but also to other sciences. It was the men- 
tality of Hippocrates that furnished the inspiration 
to the clinicians — Sydenham, Heberden, Laennec, 
Bright, Addison, Frerichs, Duchenne of Bou- 
logne, Charcot and others, including Sir William 
Osler —and to the research men — Vesalius, Har- 
vey, Pasteur and others. 


Six hundred years later, 150 A.D. we find 
Galen as the leading exponent of and writer on 
medical subjects. His writings are voluminous, 
in words and lines practically equal to our Holy 
Scriptures. He commented in detail on the Hip- 
pocratic writings and offered most plausible ex- 
planations of all diseases and conditions. His ex- 
planations were so plausible that his writings 
gained the ascendancy over those of Hippocrates 
and were accepted as final authority. Galen made 
a remarkable cure in the case of Eudemus; at least 
Eudemus got well under Galen’s treatment. This 
made his reputation in Rome and he became the 
physician to the emperors, one of whom was Marcus 
Aurelius; but when the Barbarian advance oc- 
curred he returned to his original home in Greece. 
It is difficult to prove that Galen, six hundred 
years after the death of Hippocrates, made any 
substantial advance on the Hippocratic concep- 
tion of the nature of disease. I am sorry to say 
that at the present time many of the profession 
seem more inclined to follow the mental attitude 
and the practices of Galen than those of Hippoc- 
rates. 

The original one hundred and fifty -communi- 
ties of Greece with their independent governments 
during these six centuries had slowly but surely 
federated; Rome had become a dominating in- 
fluence on the northern Mediterranean shore, the 
Grecian federation had come under the influence 
and power of Rome, and we find a changed, or 
what some would call a modernized, civilization. 

Hippocrates lived in the obsolete horse-and- 
buggy age, possibly the pedestrian age, with its 
one hundred and fifty different communities, each 
attending to its own business and making its 
own rules and living in peace and harmony. A 
man could carry a gold coin in his pocket and 
exchange it for steak and onions. There were 
no machine guns, no fourteen-inch cannon, no 
army tanks, no Federal Reserve System, no Social 
Security Act, but a natural condition of peace and 
contentment. Today Asia is in active warfare; 
communities in South America are none too friend- 
ly; Europe is sitting on a powder can; domestic 
strife is rampant in North America. Animals 
fight singly and individually: Why must men 
mass themselves and prepare for years so as to 
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have a bigger and better war? Where are we? 
Whither are we going? Is the sum total of human 
happiness greater today than in the time of Hip- 
pocrates? The conditions in ancient Greece are 
more closely duplicated by the intellectuality and 
the social and economic forces in Vermont than 
by those of any other community in the world that 
I know of. 

At the time of Galen there were hard-surfaced 
roads like the Appian Way, and ten-horse chariots 
for those who could afford them; wine flowed 
freely; women were of easy virtue; baths were 
luxurious; taxes were high; peasants and laborers 
were dissatisfied; the economic royalists were en- 
joying themselves, and there was a large group 
who were ill-clothed, ill-fed and ill-housed; some 
physicians had a fashionable practice, collecting 
large fees (whether or not for value received, his- 
tory does not record). . The majority of physicians 
worked under a thoroughly socialized system, be- 
ing assigned to certain localities to do certain duties 
and at a certain income; class was arrayed against 
class; government had become thoroughly cen- 
tralized; the Roman senate had slowly but surely 
given up its powers; the emperor had been given 
more and more authority (does this sound fa- 
miliar?); and lust for power had displaced the 
love of intellectual power. Then came the fall of 
Rome, accompanied by the fall of medicine, and 
the fall of Rome was succeeded by eleven cen- 
turies of chaos and ignorance. Had it not been 
for the slender silver thread of learning in the 
monastic succession and the influence of the Ara- 
bians, both Hippocrates and Galen might now be 
in oblivion. 

Can we learn from the experiences of the past? 
Is it too late for us to save ourselves? The med- 
ical profession is beset on all sides by hostile, social 
and economic forces. 

On June 10 of this year the Honorable J. Ham- 
ilton Lewis, United States Senator from Illinois, 
spoke to the House of Delegates of the American 
Medical Association, remarking, “I beg to say to 
you that you have reached the point where the 
change in all government must attract your atten- 
tion.” Previous to this he asserted, “I wanted to 
have some words with you, not to advise you but 
to ask your advice, that you may understand my 
position.” Later in his address he made the fol- 
lowing statement: “I am pleased to tell you that 
as I left I called the President and told him I was 
on my way to have a conversation with you gen- 
tlemen.”* 

On page 37 of Time for August 9, 1937, may be 
found these words: “Last week Senator Lewis took 


*For the complete address see the Journal of the American Medical 
Association, June 26, 1937, page 2221. 
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a step toward making the nationalization of doctors 
a reality by introducing a bill in the Senate to make 
all United States physicians and surgeons civil 
officers of the Government.” Over such forces as 
these we have influence but no control. We are 
carried along by the stream of destiny as is a mass 
of pulpwood in the northern Kennebec. We tum- 
ble over and over each other through the fast 
water, we reach the stretches of smooth water and 
float calmly on, we think we find safe haven on 
the river bank, only to be pried loose by a bureau- 
cratic lumberjack. But what piece of pulpwood or 
who of us can turn around and go back upstream? 
Hippocrates and the one hundred and fifty com- 
munities of ancient Greece resisted the change in 
civilization, but they were overcome. 

The United States of America stands as the 
last bulwark of freedom and democracy. Ver- 
.mont has resisted and will continue to resist to 
the limit the onslaught of these social and eco- 
nomic forces. Have we power enough and in- 
fluence enough to secure the support of the forty- 
seven territories? The medical society of one 
of the largest has already indicated a favorable 
attitude to a partial socialization of medicine, and 
there is an atmosphere of socialization in some of 
the other forty-six. Shall we submit to the per- 
suasion of dangerous demagogues who occupy high 
places in our social, economic and political sys- 
tems? 

This is a time for serious thinking, but it must 
be mass thinking, not that of a few who constitute 
the intelligentsia. This mass thought must be di- 
rected by reason. Prejudice, emotion, hostility, bit- 
terness can lead only to disaster. Co-operation 
alone will save the situation, and the co-operation 
must be sincere and genuine. Would that the con- 
ceptions, the ideals and the ethics of the practice 
of medicine today could have the benefit of the 
counsel and advice of Hippocrates! Would that 
the social and economic forces which beset us on 
all sides today could have the benefit of the coun- 
sel and advice of Calvin Coolidge! 


Discussion 


Dr. Lyman Atxen, Burlington: One of the aphorisms 
of Hippocrates was: “Grub for the facts and then reason 
about them.” This is a rather free translation, but gives 
the correct meaning. It was a distinct advance over pre- 
vious medical teaching, and is as true today as when 
it was first spoken. No better advice could be given 
to the young practitioner — and we older ones must take 
care that we do not fail to follow it. 

Grub for facts—dig them out. Do not imagine that 
all the essential symptoms and signs are on the surface 
and easy to secure. The carefully taken history of the 
patient, with due regard to all details—not only those 
that seem important to the patient, but also those to which 
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the patient attaches little or no importance — is essential. 
And then the physical signs —all of them — must be 
sought and enumerated. If signs, symptoms and history 
do not agree with each other, seek out the incompatibili- 
ties and reason about them until, if possible, they combine 
to make a composite whole. Do not reject anything 
merely because it does not fit in with your preconceived 
picture. All should fit if the whole truth is to be known. 


x, have more and better tools than Hippocrates had 
“grub for the facts”; instruments of precision, many 
of them: the stethoscope, microscope, x-ray machine, and 
so forth; we have a much better knowledge of anatomy, 
physiology, physics and chemistry, and a much greater 
opportunity to broaden our minds and clarify our vision 
by intercourse with other physicians, either in conversation 
or through their writings. But these are merely the tools 
which help us to unearth the facts or to reason about them 
until we come to the correct solution. They are to be used 
to dig up all the facts, and to guide us in reasoning. 
They are means to an end, not the end itself. They guide 
us along the road that leads to the accomplishment of our 
object, which is the greatest ultimate good for the patient. 
Do we use our numerous digging tools as well as Hippoc- 
rates did his five senses? 


Hippocrates was a great clinician, a keen and accurate 
observer, as Dr. Ricker has so well brought out; and when 
we consider the handicaps under which he practiced, his 
diagnoses were remarkably accurate. How could he know 
that the mosquito carried malaria in its bite? But he knew 
that the disease was prevalent where mosquitoes were, 
and that tuberculosis and septic sore throat were conta- 
gious, never dreaming of any micro-organism. He was 
great because he used all the knowledge of his time to help 
solve the riddle of disease. Where he failed was in the 
lack of knowledge as yet undiscovered, not in the applica- 
tion of what was then known. And the great physicians 
of today are those who make use of all our present-day 
knowledge to unearth all the facts and then reason logically 
about them until the correct answer is reached. 


Hippocrates was also a research man. Research does 
not necessarily mean a laboratory and a mass of scientific 
instruments. He is as truly a research man who by keen 
clinical observation and logical thinking adds to the sum 
of medical knowledge, and thus takes a step nearer to the 
ultimate truth, as is he who with test tube or microscope 
gains the knowledge of new facts which will help us 
to conquer our common enemy, disease. It is not the 
method but the character of the thinking that makes the 
research worker — not the experiment but the mind that 
makes it and the reason that guides and applies it. 


Dr. Wituiam H. Bunker, Calais, Maine: I have listened 
with keen interest to the very educational discussion on 
the life of Hippocrates by your president, Dr. Ricker, 
and I must confess that I am somewhat at a loss as to what 
to say. It was only last June at Belgrade Lakes that he 
called the officers of the Maine Medical Association out 
behind the hotel in a pouring rain, and with much pride 
displayed the dugout which he and Benedict Arnold used 
in crossing that famous trail. This very noon he implied 
to me in all seriousness that he had been a colleague 
of Hippocrates, and mentioned the numerous benefits 
he had received from him during his early years of prac- 
tice. Now, Benedict Arnold was born in 1741 A.D. and 
Hippocrates was born in 460 B.C., and I must confess 
this is very baffling. However, you physicians in the State 
of Vermont, knowing Dr. Ricker better than I, will have 
to solve this problem according to your own understand- 
Ing. 
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Nevertheless, there is one thing that I should like to 
emphasize concerning the life of Hippocrates, and that 
is this: If the solemn oath given by him to his students 
could only be stamped on the mind of every medical 
student of today, and never be forgotten, the New England 
states would be a much pleasanter place in which to live. 
The gist of his oath was as follows: 


Students of medicine bound themselves to behave 
with honor and never to divulge a sickroom secret. 
They also pledged themselves to keep their teachers 
from becoming indigent, to train their sons in their 
own profession if the latter desired to become physi- 
cians, to take their own medicine, as it were, by follow- 
ing the regime recommended for their patients, to give 
no harmful medicine, to lead pure and self-sacrificing 
lives and to enter the houses of the sick only for heal- 
ing purposes. 

Hippocrates did not practice the art of healing in those 
days without some of the same competition that we have 
today,—I refer to the medical men and many forms 
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of faith healers, —but he was a man of science and did 
not stoop to recognize any such healers. Now | do not 
wish to appear personal, but iff Maine, and I have no 
doubt the same is true in the State of Vermont, we have 
become a political football. We cannot accomplish any- 
thing through legislation. Since the death of Hippocrates, 
we as medical men have undoubtedly made great strides 
in the art of healing. We have almost reached the age 
of miracles and still we have retrogressed. We are losing 
day by day that very thing that should be cherished most 
of all by us,—our professional dignity, — mainly because 
of the fact that many of us who would otherwise be an 
honor to the profession associate and consult with cults, 
thereby lowering the standard of cur own profession, 
because of greed for money and arnbition for an extensive 
practice. This falls short of the teachings of Hippocrates. 

As president-elect of my state society, | am keenly inter- 
ested in this problem, and I am fully aware of the futility 
of my hopes and endeavors so long as the medical men 
of Maine and Vermont refuse to exemplify the teachings 
of the Father of Medicine. 


SENSITIVITY TO DRENE SHAMPOO 


Joseru B. Breverman, M.D.* 


CINCINNATI 


ee patients who have had allergic 
complaints as a result of using Drene Sham- 
poo have come to my attention. No cases of sen- 
sitivity to Drene Shampoo have heretofore been 
recorded, although as a result of national adver- 
tising this product is now frequently used. These 
cases are reported so that the physician who treats 
allergic patients may consider Drene Shampoo as 
a possible cause of symptoms. The following cases 
are reported in some detail as they are more or less 
typical of the entire group. 


Case 1. Mrs. S. R., a physician’s wife, aged 38, had had 
autumnal hay fever and asthma for 16 years. There were 
no allergic symptoms at other seasons of the year. She 
had hives at 8 years of age. Her father had asthma and 
hay fever. Her physical examination was normal. Skin 
testing showed her to be sensitive to ragweed and worm- 
wood in 1:1000 dilutions. For the past 3 years she had 
been receiving perennial treatments with these pollens 
for her asthma and hay fever, with splendid results. At 
the end of October, 1936, she complained of an itching 
eruption of the scalp which had been present for 1 month. 
The itching and eruptions were worse over the week end, 
becoming gradually better until the following week end, 
when they again flared up. Every Friday night from 
9 p. m. to 1 a. m. she had paroxysms of sneezing, with 
sternutations occurring ten to fifteen times in uninterrupted 
succession. This was accompanied by a profuse, thin, 
watery nasal discharge. 

On further questioning it was revealed that every Friday 
night for the previous month she had washed her hair 
with Drene Shampoo. Her physical examination at this 
time was still normal except for the presence of an ery- 

From the Allergy Clinic of the Deparument of Medicine, University of 
Cincinnati, Cincinnati. 
*Clinician, Department of Allergy, Cincinnati College of Medicine. 


thema, papules and vesicles over the scalp and around its 
margin. A patch test was made by saturating a small 
piece of blotting paper with Drene Shampoo. This was 
placed on the flexor surface of her forearm and held 
in place with a piece of cellophane covered on the edges 
with adhesive plaster. Within 24 hours the place covered 
by the Drene Shampoo was an area of itching, reddened, 
blistered skin. It was learned from the Procter and Gamble 
Company, manufacturers of Drene Shampoo, that “Drene 
Shampoo is composed of ammonium lorol sulfate in water 
solution, and contains very small fractions of a per cent 
of coloring matter and perfume. The coloring matter 
is ordinary fluorescein green. . . . The perfume is a blend 
of a number of essential oils. . . .” This patient was 
found sensitive to both ammonium lorol sulfate and to 
fluorescein green on patch testing. Drene Shampoo diluted 
1:1000 and tested intradermally gave a negative reaction.* 
Passive transfer tests were performed in which 0.1 cc. 
of the patient’s blood serum was injected into each of two 
sites in the skin of a normal individual. These sites were 
tested 24 hours later, one intracutaneously and the other 
by the patch method. Both were found to be negative. 

The woman was told to stop using Drene Shampoo, 
and both her skin eruption and her sneezing stopped. 
After her skin was again clear she volunteered to try the 
shampoo again; the sneezing and skin eruptions recurred. 
She then stopped using the shampoo and has had no 
trouble since. 


Case 2. Miss F. P., a university student, aged 19, com- 
plained of asthmatic attacks every Monday evening for 
the previous 2 months. These lasted from 10 p. m. until 
the following morning. She was forced to “sit up through- 
out the night, breathing with great difficulty and with 
the presence of whistling and wheezing sounds” in her 
chest. Her past history revealed the presence of eczema 
when a child. Her maternal grandmother had asthma, 

*A small series of allergic individuals when tested intradermally with 


Drene Shampoo in concentrations of 1:100 of stronger all gave red reactions 
at the site of testing. 
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and her mother urticaria. Her physical examination was 
normal. Skin tests were negative to more than 150 differ- 
ent substances. Going into her history in more detail, 
it was discovered that 2 months previously she began using 
Drene Shampoo as a hair wash every Monday evening. 
Patch tests, intradermal skin tests using a 1:1000 dilution 
of the shampoo, and passive transfer tests were all negative. 
Nevertheless, because of her history she was told to dis- 
continue its use. Her asthma disappeared. She again 
tried the shampoo, this time washing her hair in the 
morning. There was a recurrence of symptoms during 
the morning and afternoon following its use. Her symp- 
toms disappeared completely after discontinuing the use 
of Drene Shampoo. 


Case 3. Miss R. F., a schoolteacher, aged 38, complained 
of sneezing spells which had occurred every 7 to 10 days 
for the previous 6 weeks. The spells started about 8 p. m. 
and lasted until midnight. These paroxysms consisted 
of six to ten successive sneezes accompanied by a thin, 
watery, nasal discharge. The family history revealed that 
the mother had had urticaria. Two years previously the 
patient had had sneezing spells similar to these, but they 
occurred at various times of the day. At that time she 
was found to be sensitive to chocolate. Upon avoiding 
chocolate her sneezing disappeared. She assured me that 
she had been careful to avoid chocolate in all forms and 
was convinced that her present symptoms were not due 
to chocolate. Further questioning revealed that the only 
change in her routine was the use of Drene Shampoo, 
which she had started 6 weeks previously. Patch tests, 
intradermal tests with the shampoo in a dilution of 1:1000, 
and passive transfer tests were all negative. Only chocolate 
gave a marked reaction on skin testing. In the light of her 
history she was advised to stop using the shampoo, and 
her symptoms disappeared. On two separate occasions 
I requested her to re-use the shampoo, and both times 
there was a recurrence of symptoms. 


Table 1 is a list of the remaining 16 patients who 
developed symptoms after contact with Drene 
Shampoo. All these patients have negative skin 
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tests with the routine materials used for testing, 
with the exception of Case 19, in which the patch 
Table 1. 


Summary e Re maining Cases. 


RESULTS AFTER USING DRENE 
SHAMPOO 


CASE COLOR SiX AGE OCCUPATION 


4 White F 28 


Housewife Sneezing spells 

5 19 Student 

6 “ 36 Housewife 

7 7 Stenographer 

28 Housewile 

9 16 Student 

10 “46  Schoolteacher 

12 M 26 = Advertiser Sneezing spells after wife used it 

13 F 2& Housewife Asthma 

15 Colored “ 19 Maid 

16 White “ 23 Student 

Nur 


*Positive patch tests to Drene Shampoo and fluorescein green. 


tests with Drene Shampoo and with fluorescein 
green were positive. 
SUMMARY 


Nineteen patients are presented who show aller- 
gic manifestations to Drene Shampoo. Ten pa- 
tients developed sneezing spells, 5 asthma, 2 
asthma and sneezing spells, 1 rhinitis and eczema, 
and 1 dermatitis. The patient with rhinitis and 
eczema showed positive patch tests with Drene 
Shampoo, as did the patient with dermatitis. The 
other patients showed negative skin tests, but 
were undoubtedly allergic to the shampoo, as evi- 
denced by repeated symptoms upon repeated con- 
tact. 

‘Drene Shampoo should be included as a cause 
of allergic manifestations, and patients with such 
symptoms should be questioned as to its use. 
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figures of each case number indicate the volume number, 23. The third and fourth figures give 
the number of the week, dating from January 1. The last figure gives the case number for the 


week. For example, Case 23362 is the second case for the 36th week of Volume 23. 


Abscess, of brain, 23252 
of lung, 23472 


Actinomycosis, 23242 
Adenocystoma of ovary, 23471 
Adrenal, carcinoma of, 23011, 23121 
Amyloidosis of spleen, 23252 
Aneurysm, arteriosclerotic, of aorta, with rupture, 23351 
of femoral artery, 23351 
of common iliac artery, 23351 
dissecting, of aorta, localized, 23042 
syphilitic, of aorta, multiple, with wiring, 23342 
Aorta, syphilis of, 23342 
(See also Aneurysm) 
Appendicitis, acute, 23481 
Appendix abscess, 23481 
Arrhenoblastoma (?) of ovary, 23012 
Artery, peripheral, sclerosis of, 23301 
splenic, occlusion of, 23251 
Banti’s disease, 23251 
Bile duct, carcinoma of, adeno-, papilla of Vater, 23282 
stricture of, 23061 
Blood, diseases of 
Leukemia, aleukemic, lymphoid, 23031 
monocytic, 23021, 23442 
Myeloma, multiple, 23122, 23171, 23212 
Brain, abscess of, 23252 
embolism of, 23381 
glioma of, ependymal, 23292 
infarct of, 23371, 23381 
tumor of, (spongioblastoma multiforme), 23272 
(See also Meningitis) 
Bronchiectasis, 23232, 23252 
Bronchus, carcinoma of, see Lung 
Carcinoma of adrenal, 23011, 23121 
of bile duct, papilla of Vater, 23282 
of cecum, 23071, 23202 
of colon, multiple, 23321 
of gall bladder, 23211 
of kidney, 23401 
of leg, epidermoid, 23202 
of liver, 23051 
of lung, 23271, 23372 
adeno-, 23472 
epidermoid, 23381, 23452 
of ovary, embryonal, 23012 
papillary, 23241 
of pancreas, colloid, 23072 
of stomach, 23052, 23141, 23521 
adeno-, 23142, 23321 
polypoid, 23032 
in situ, 23141 
of ureter, 23401 
of uterus, adeno-, 23382 
Chordoma of vertebra, 23281 


Cirrhosis, see Liver 
Colitis, see Intestine 
Cyst of mediastinum, 23492 
(Diabetes mellitus), 23311, 23341, 23352 
Diverticulum, Meckel’s, gangrene of, 23391 
peptic ulcer of, 23102 
Embolism, cerebral, 23381 
pulmonary, 23152, 23161, 23311, 23371, 23421 
Endocarditis, see Heart 
Esophagus, neurofibroma of, 23491 
Gall bladder, carcinoma of, 23211 
Glioma, 23272 
ependymal, 23292 
Gumma of tibia, 23151 
Heart 


Carcinoma of, metastatic, 23362 
Cor pulmonale, 23511 
Coronary disease of, thrombosis, 23041, 23142, 23152, 
23301, 23311, 23332, 23351, 23441 
Endocarditis, bacterial, acute, 23162 
with stenosis, aortic, 23322 
subacute, 23092 
rheumatic, chronic 
aortic, with stenosis, 23101 
without stenosis, 23071 
mitral, with stenosis, 23021, 23101 
Hypertrophy of, hypertensive type, 23161, 23332, 23522 
Infarct of, 23041, 23152, 23441 
Myocarditis, rheumatic, 23092, 23402, 23421 
Pericarditis, adhesive, 23082 
Sarcoma of, fibro-, 23191 
Stenosis, aortic, calcareous, 23092 
Hemopericardium, 23042 
Hepatoma, 23051 
Hodgkin's disease, see Lymphoblastoma 
lleitis, see Intestine 
Ilium, lymphoblastoma of, sarcomatous type, 23062 
Infarct of brain, 23371, 23381 
of kidney, 23332 
of lung, 23152, 23161, 23371, 23421 
(See also Heart) 
Intestine, carcinoma of, 23071, 23202 
colitis, acute, ulcerative, 23112 
idiopathic, with perforation, 23201, 23302 
chronic, 23112 
diverticulum, Meckel’s, gangrene of, 23391 
peptic ulcer of, 23102 
intussusception of, 23071 
lipoma of, 23181 
lymphoblastoma of, sarcomatous type, 23111 
lymphogranuloma inguinale, 23422 
polyposis of, 23431 
sarcoma of, fibro-, 23191, 23261, 23262 
ulcer of, 23391 
gastroduodenal, 23052 
Zastrojeyunocolic, 23392 


gangrene, 23232 
appendiceal, 23481 


Kidney, carcinoma of, 23401 
infarct of, 23041, "23332 
“myeloma,” 23212 
tuberculosis of, 23172 
polycystic, 23432 
(See also Nephritis and Nephrosis) 
Leiomyoma of stomach, 23361 
Leukemia, see Blood 
Lipoma of cecum, 23181 
Liver, carcinoma of, hepatoma, 23051 
cirrhosis of, alcoholic, 23231 
biliary, 23061 
cardiac, 23082 
syphilitic, 23131 
toxic, 23051, 23131 
lymphoblastoma of, Hodgkin's type, 23222 
Lung, abscess of, 23472 — 
with gangrene, 
of, 23232, 23252 
carcinoma of, 23271, 23372 
adeno-, 23472 
epidermoid, 23381, 23452 
metastatic, 23051 
embolism of, 23152, 23161, 23311, 23371, 23421 
infarct of, 23152, 23161, 23371, 23421 
tuberculosis of, 23341, 23352 
(See also Pneumonia) 29000 
L lastoma, follicular type, gener 
Ticdghin's type, generalized, 23021, 23331 
of ilium, 23062 
of liver, 23222 
of spleen, 23222 
sarcomatous type, of ileum, 23111 
of retroperitoneal lymph glands, 2309: 
Lymphogranuloma inguinale, 23422 
Mediastinum, cyst of, 23492 
sarcoma of, fibro-, 23182 
Meningitis, acute fibrinopurulent, 23252 
Myeloma, diffuse, of bones, = involvement of liver and 
» 23212 
‘multiple, 23122, 23171 
Nephritis, glomerulo., acute, 23322 
2 


l 
vascular, malignant, 23402, 23411 
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CASE 23521 
PRESENTATION OF CasE 


First Admission. A forty-four-year-old, white, 
married Italian laborer entered the hospital with a 
complaint of upper abdominal pain of eight months’ 
duration. 

Eight months before entry he began having 
paroxysms of sharp, cramp-like epigastric pain 
which usually occurred a half hour before and 
after meals and were relieved by soda. He did 
not try food for relief. On many occasions he 
was awakened by the pain at 12 or 1 o'clock at 
night. Occasionally the attacks disappeared for a 
period of one or two weeks. During a paroxysm 
his epigastrium was diffusely tender, but in the 
intervals tenderness was confined to a small area 
just below the xiphoid. Three weeks before entry 
he noticed that his stools were tarry in color and 
consistence, and they continued to be so until the 
time of entry. During this period the attacks of 
pain had increased in frequency and severity. A 
week before entry he vomited for the first time. 
The vomitus did not contain blood or coffee- 
grounds material. During the night before entry 
he vomited on four occasions, raising a moderate 
amount of bright-red blood with the vomitus. He 
felt very weak in the morning and fainted while 
waiting to be admitted to the hospital. During 
his illness his bowels had been somewhat irregular, 
requiring frequent cathartics. He had lost about 
30 Ib. in weight, and his appetite had been poor. 
His diet consisted of milk, eggs and bread. 

Nine years before entry he had been treated for 
an anal fistula, but otherwise his past history was 
essentially negative. The family history was non- 
contributory. 

Physical examination revealed a well-developed 
and nourished Italian in no acute discomfort. The 
blood pressure was 110 systolic, 72 diastolic. There 
was slight tenderness in the epigastric region, and 
small pea-sized, non-tender nodes could be felt in 
the cervical, axillary, epitrochlear and inguinal re- 
gions. The right testicle was atrophied, and above 
the left testicle a soft, discrete, non-tender, partial- 
ly translucent mass could be palpated. It was 
about the same size as the testicle itself. The 


prostate was soft and boggy. 
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The urine examination was negative. The blood 
showed a red cell count of 4,470,000, 85 per cent 
hemoglobin. The white cell count was 8850, 72 
per cent pol lears. The stools were 
very dark in color and showed a 1+ guaiac test. 
The patient vomited on the day of entry, and the 
vomitus contained 8 units of bn hydrochloric acid 
and gave a questionably positive guaiac test. The 
blood Hinton was negative. 

A gastrointestinal x-ray series showed some tem- 
porary spasm of the antrum. No defects were pres- 
ent in the stomach. The pyloric valve was elon- 
gated, and lying directly in the valve on the lesser 
curvature side there was a deep ulcer crater which 
measured about 1 cm. in diameter. The remainder 
of the duodenum appeared normal. 

He was put on an ulcer diet consisting of fre- 
quent feedings of milk and cream, with atropine 
four times a day. This brought about rapid im- 
provement, and in a short time he was given 
gruels and soft solids, and the atropine was 
omitted. On the ninth day the stool gave a 3+ 
guaiac test, but after that it was consistently nega- 
tive. On the thirteenth day he vomited a large 
amount of material, and on the following day 
gastric contents were aspirated from his stomach 
which gave a negative guaiac test and contained 
10 units of free and 9 units of combined hydro- 
chloric acid. Gastroscopy done on the seventeenth 
day showed some pyloric obstruction with a mild 
superficial gastritis of the antrum and a moderate 
hypertrophic gastritis of the body of the stomach. 
On the twenty-first day he vomited 380 cc. of brown 
material which contained free acid and gave a 2+ 
guaiac test. A gastrointestinal series on the fol- 
lowing day showed the ulcer to be about half as 
large as on the previous examination with no defi- 
nite obstruction. He was discharged home on an 
ulcer diet, with tincture of belladonna. 

Second Admission (six days later). The day fol- 
lowing discharge his old symptoms returned, and 
he also noticed a swelling of his right epigastrium 
which appeared periodically, occasionally accom- 
panied by regurgitation of sour material. He had 
neglected to follow his diet, although he took the 
belladonna regularly. During the interval he vom- 
ited practically everything he ate and had fre- 
quent irregular attacks of pain. 

Physical examination was essentially the same as 

ore. 

The temperature was 98.6°F. 

The blood showed a red cell count of 5,550,000, 
90 per cent hemoglobin. The white cell count was 
14,000, 65 per cent polymorphonuclears. The stool 
was guaiac negative. 

Repeated gastric lavage was done, and the pa- 
tient was put on a liquid diet with considerable 
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improvement. On the fourth day the serum pro- 
tein was 5.9 gm. per cent, and the chlorides were 
equivalent to 91 cc. of N/10 sodium chloride. A 
gastric analysis was done on the seventh day. The 
fasting free acid was 0 units, and the fasting com- 
bined acid 1 unit. After alcohol the free acid was 
3.8 units and the combined acid 0.6 units. After 
histamine the free acid was 1.4 units and the com- 
bined acid 0.3 units. 

An operation was performed on the following 
day. 


X-Ray INTERPRETATION 


Dr. Georce W. Hoimes: The lesion is quite 
obvious. It is exactly in the ring and is of the 
character of ulcer. I should not suspect it of being 
anything else. 

Dr. Atten G. Braitey: Would you be willing 
to guess whether it arose on the stomach side or 
the duodenal side? 

Dr. Homes: I should say it was in the ring, 
and nearer the duodenum than the stomach. If on 
either side, it is on the duodenal side. 

DiacGNosis 


Dr. Braitey: The essential problem here is to 
distinguish as to the nature of this lesion of the 
pylorus. Nothing else in the history seems to be 
important. He has a slight adenopathy. Was the 
spleen felt, Dr. Mallory? 

Dr. Tracy B. Mariory: I think not. 

Dr. Braitey: I should think the evidence was 
too slight to consider lymphoblastoma very seri- 
ously; this lesion is either benign peptic ulcer or 
carcinoma of the stomach. It is a very neat prob- 
lem to decide which it is. 

First, let us consider the evidence in favor of 
benign ulcer. If you collected a hundred patients 
of this age and with a similar story the majority 
would have ulcer rather than cancer. On the other 
hand, about 80 per cent of peptic ulcers first show 
symptoms before the age of forty rather than after. 
Apparently this man had no stomach symptoms 
until eight months before entry. Then, the pain 
was periodic, came on in relation to meals, and 
of still more significance, came on in the middle 
of the night, just as ulcer pain is apt to do. The 
pain was cramp-like and occurred a half hour after 
meals. In general, the length of time during which 
food relieves the pain of ulcer is more or less re- 
lated to the distance of the ulcer from the cardia. 
An ulcer high up on the lesser curvature is relieved 
for a short time only, whereas a duodenal ulcer 
may be relieved for a couple of hours. But an 
ulcer exactly at the pylorus may be relieved only 
a short time, and as a matter of fact, the pain may 
be cramp-like. The fact that the pain was relieved 
by soda does not help very much. It is true that 
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the pain of ulcer is usually relieved by soda, but 
soda will also relieve epigastric distress or pain 
from other causes. The therapeutic test is often 
helpful. This man made rapid improvement on an 
ulcer regime, so much so that the ulcer decreased 
to about half its former size in three weeks. 

Do you know whether he gained weight in the 
hospital ? 

Dr. Mattory: The weight is not noted. 

Dr. Braitey: His improvement was temporary, 
however. Two weeks later he came into the hos- 
pital and had lost all the ground he had gained 
and more as well. The lack of anemia is interest- 
ing inasmuch as he had tarry stools for three 
weeks and did vomit some blood. Either the 
bleeding was quite moderate in amount or there 
must have been some degree of dehydration. 

Now for the evidence in favor of cancer: first, he 
had symptoms lasting eight months almost with- 
out interruption, and the pain had become pro- 
gressively worse. The first bout of peptic ulcer 
is apt to subside spontaneously in from four 
to six weeks. Then, he had a poor appetite and 
had lost 30 Ib. in weight. Anorexia is a common 
symptom of cancer, whereas people with ulcer are 
apt to gain weight because they find that eating 
food makes them feel better. But people who are 
afraid of food or who have some pyloric obstruc- 
tion or spasm may lose weight rapidly. The fact 
that he was well nourished after losing 30 lb. sug- 
gests that he was not of the physical type which is 
especially prone to ulcer in the first place. During 
the illness he had constipation. Constipation is a 
very common early symptom of cancer of the stom- 
ach, but I believe it must be due to some degree 
of pyloric obstruction or spasm, and its presence 
is not a helpful differential point in this case. Then 
there was this marked hypoacidity. After two 
weeks of medical treatment the most that he could 
produce was 10 units of free and 9 of combined 
hydrochloric acid, and on his re-entry two weeks 
later this had disappeared and even with alcohol 
and histamine almost no acid was secreted. About 
15 per cent of carcinomas of the stomach occur in 
the presence of normal or high acid secretion. On 
the other hand, a few peptic ulcers occur in the 
presence of very little or no acid but, taken alone, 
this symptom of extreme hypoacidity does argue 
strongly in favor of malignancy. 

Finally, let us consider the xray picture. I 
should say that this is as typical a picture of peptic 
ulcer as one could ask for. You do see such ulcers 
that prove to be malignant, however; do you not, 
Dr. Holmes? 

Dr. Hoimes: Ordinarily a malignant ulcer would 
be shallower than this appears to be. 

Dr. Braitzey: If we only knew where this le- 
sion arose, it would be of tremendous help. Le- 
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sions that arise on the duodenal side of the pylorus 
are almost invariably benign, whereas Dr. Hamp- 
ton showed us some three or four years ago that 
more than three quarters of the lesions on the 
gastric side which arise within a few centimeters 
of the pylorus are malignant. There is one thing 
that I am sure of: he was properly treated in being 
operated upon. A lesion in this region about which 
there is any reasonable doubt is certainly better out 
than in. 

I do not believe that a wise man would hazard 
a guess as to what this is, but I shall be unwise and 
say that it is malignant. My best arguments are 
that the acid was so low, and decreased in spite of 
three weeks of good hospital treatment and that 
his temporary benefit from the hospital regime 
did not last seven days. 

Dr. Mattory: Dr. Benedict, you had a look at 
the stomach through the gastroscope. Will you 
tell us what you saw? 

Dr. Epwarp B. Benepict: I could not see the 
lesion itself. I saw only the antrum and the 
fundus of the stomach. They showed the usuai 
gastritis which goes with either ulcer or cancer. 

Dr. Hoimes: Is there any statement in the rec- 
ord as to whether he had stasis at the end of six 
hours? 


Dr. Braitey: I assumed that with the vomiting 
he had he must have had some stasis. 

Dr. Hotmes: I was wondering if stasis alone 
could account for some of the findings that re- 
semble cancer. 


Preoperative D1acnosis 
Peptic ulcer of the pylorus, obstructing. 

Dr. Braitey’s Dracnosis 
Carcinoma of the stomach. 


Anatomic Dracnosis 


Carcinoma of the stomach. 


Discussion 


Dr. Matiory: This patient was operated on by 
Dr. Allen, who could feel an indurated area in 
the pyloric ring which he felt was quite charac- 
teristic of benign ulcer as judged by palpation. 
However, he thought it was wise to resect it. So 
far as I know, at the time of operation he had no 
doubt it was benign. 

When the gross specimen was opened and exam- 
ined there was some difference of opinion in the 
laboratory as to whether it was malignant. I think 
I am quoting myself correctly when I say that | 
thought it was malignant, but perhaps it was an- 
other case. When the sections came through we 
found a very small carcinoma no more than 1.5 


cm. in diameter with deep peptic ulceration in 
the center of it. A little nodule was found near- 
by that proved to be a metastasis, so that any pos- 
sible question one might have as to the nature of 
the primary lesion was removed. 

We have had several cases in the past, and 
here is another, which demonstrate that a cancer 
of the stomach can show marked improvement 
not only symptomatically but also as judged 
by x-ray following medical treatment for ulcer. 
When one remembers that the ulceration in some 
of these cases is quite typically peptic, this is not 
entirely surprising. So the mere fact that the 
ulcer crater becomes smaller does not rule out 
malignancy. 

Dr. Hampton: Do you know which side of the 
oy was on before you examined it histologi- 

y 

Dr. Matrory: It was on neither side of the 
valve; it was diametrically in the center so far as 
the gross appearance was concerned. Microscopi- 
cally there is gastric mucosa on each side, so that 
it did rise at the pylorus rather than on the duo- 
denal side. 


CASE 23522 
PRESENTATION OF CasE 


fifty-six-year-old, American housemaid was 
admitted complaining of recurrent attacks of 
asthma. 

The patient had been well until three years be- 
fore entry, at which time, after a hard day’s work 
when she lay down to rest, she was suddenly seized 
with an attack of “asthma,” which was char- 
acterized by extreme dyspnea, wheezing, cough, 
profuse expectoration of thick sputum and a crush- 
ing sensation over the sternum associated with 
palpitation. There was no pain, but the patient 
was terrified by the dyspnea. This attack ceased 
suddenly two hours later, and subsequently she 
was quite well except for persistent cough produc- 
tive of similar material. The expectoration was 
never bloodstained, but it persisted for about 
three months. During this time she began to have 
nosebleeds about once a month. She remained 
comparatively well until about six months after the 
onset, when she had another sudden attack of 
orthopnea without cough or wheezing respirations. 
This lasted for forty-eight hours, at the end of 
which time she received an injection of adrenalin, 
which produced relief in forty-five minutes. Dur- 
ing the succeeding two years she enjoyed good 
health except for two severe and five or six slight 
attacks of dyspnea similar to the last noted. At 
no time since the first episode was there wheezing 
cough, sputum, fever or pain. Three months be- 
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fore entry she took a patent asthma remedy for 
about a week as a prophylactic against mild at- 
tacks of dyspnea. At the end of a week she de- 
veloped a rash which covered her body and ex- 
tremities. This was associated with intolerable 
itching. During the succeeding two months the 
rash and itching gradually subsided. The initial 
character of the eruption was said to be papular 
and urticarial, but secondarily was hemorrhagic 
and crusted in appearance. One month before en- 
try, although she was free from “asthmatic” at- 
tacks, she developed gradually increasing weak- 
ness, weight loss and dyspnea on exertion. There 
was also a nocturia of three or four times, and it 
became necessary for her to sleep propped up by 
two pillows. There was no pain. Eight days be- 
fore admission she suddenly became orthopneic 
during the day, and in the course of the next few 
days her legs became swollen. There were no 
other associated symptoms. 

Physical examination showed a poorly-developed 
and nourished woman, sitting upright in bed, obvi- 
ously orthopneic. The skin and mucous mem- 
branes were pale. Over the arms, trunk, abdo- 
men and legs were numerous maculopapular lesions 
with excoriations and many purpuric spots. Hem- 
orrhagic spots were noted on the posterior pharyn- 
geal wall. Submaxillary and sublaryngeal glands 
appeared to be slightly enlarged. The heart was 
markedly enlarged to the left, and there was a 
blowing systolic murmur audible over the pre- 
cordium. P2 was accentuated and greater than 
Az. The rhythm was regular. The blood pres- 
sure was 220 systolic, 130 diastolic. Examination 
of the lungs showed flatness at both bases to a 
level just above the angles of the scapulae. The 
neck veins were distended. The breath sounds in 
the area of flatness were diminished to absent, and 
there were fine moist rales audible throughout both 
chests. The liver and spleen were not palpable, 
and there was no abdominal tenderness. The spine 
showed marked dorsal kyphosis with considerable 
increase in the anteroposterior diameter of the 
chest. There was marked edema of the lower ex- 
tremities up to the hips. 

The temperature was 98°F., the pulse 80. The 
respirations were 30. 

Examination of the urine showed a_ specific 
gravity of 1.002 to 1.010. There was a trace of 
albumin. The sediment contained a rare red blood 
cell and many white blood cells; there were a few 
finely granular casts. The blood showed a red 
cell count of 2,400,000 with a hemoglobin of 50 
per cent. The white cell count was 10,000, 86 per 
cent polymorphonuclears. Examination of the 
stools was negative. A blood Hinton test was nega- 
tive. A urine culture showed a few colonies of 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Dec. 30, 1937 


Staphylococcus aureus. The nonprotein nitrogen 
of the blood was 75 mg. per cent, the serum protein 
53 gm. An _ electrocardiogram partial 
auriculoventricular block with a PR interval of 
plus or minus 0.4. There was some left axis devia- 
tion. ST: and ST2 showed slight sagging. Qy, 
was present, Ts upright. Analysis of the blood for 
bromides was negative. The bleeding time was 
forty-six seconds, the clotting time two minutes. 

Shortly after entry 700 cc. of clear yellow fluid 
was removed from the right chest. The specific 
gravity was 1.006, and the smear was said to be 
negative. The patient improved slightly shortly 
after entry but thereafter became nauseated and 
began to fail. The nonprotein nitrogen of the 
blood slowly rose to 185, and on the fifteenth hos- 
pital day the carbon-dioxide combining power was 
24.9 vol. per cent. On the seventeenth day the 
patient had several minor convulsions and was 
given adequate sedation. The following day the 
nonprotein nitrogen of the blood was 220 mg. per 
cent; the serum calcium was 5.9 mg. and the serum 
phosphorus 16 mg. She died on the eighteenth 
hospital day. 

Diacnosis 

Dr. J. Crank: We are confronted with 
the case of a fifty-six-year-old woman complaining 
of recurrent asthma of three years’ duration. The 
first question which comes to mind is whether this 
is true bronchial asthma or possibly cardiac asthma. 
As we follow ahead through her history we find 
that the patient on one occasion was given adren- 
alin for the asthma, which was said to produce re- 
lief in forty-five minutes. The fact that the pa- 
tient developed an urticarial skin eruption follow- 
ing an asthma preventive, which may well have 
contained a barbiturate, does suggest that she may 
have been an allergic type of individual. The sub- 
sequent course of events in the history and physical 
examination, however, definitely lead me to believe 
that this patient was suffering from cardiac rather 
than bronchial asthma. 

The description of the patient's first attack of 
“asthma,” characterized by extreme dyspnea, 
wheezing, cough, expectoration of thick sputum 
and a crushing sensation over the sternum asso- 
ciated with palpitation, is somewhat unusual. In 
the next sentence we read that there was no pain, 
whereas a little farther in the paragraph we read 
that at no time since the first episode was there 
wheezing, cough, sputum, fever or pain. This 
leaves us with the question of whether there may 
have been fever, and also whether the crushing 
sensation described may not have been pain. We 
are told that there was no hemoptysis but that 
the expectoration following this first attack per- 
sisted for three months. There are three condi- 
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tions which come to my mind as possibly hav- 
ing occurred at the time: first, an acute attack 
of cardiac asthma with acute pulmonary conges- 
tion; secondly, a coronary thrombosis associated 
with the above; and thirdly, the possibility of a 
pulmonary embolus. I am unable to explain sat- 
isfactorily the persistence of thick sputum for a 
period of three months subsequent on the basis of 
any of the above conditions. This feature in itself 
might suggest the rupture into a bronchus of a 
lung abscess, but there is no preliminary history 
to suggest the presence of any such lesion, and 
such an episode would not fit with the remainder 
of the picture. I am willing to rule out a pulmo- 
nary embolus, because if this had occurred with 
sufficient severity to produce the above symptoms 
and profuse expectoration of sputum, I should 
certainly have expected blood to have been present 
in the sputum. I believe that the best explanation 
may well have been a mild coronary occlusion pre- 
cipitating acute pulmonary congestion. 

We then come to the occurrence of nosebleeds, 
which were probably associated with the hyper- 
tension which the patient had at that time, or may 
have been the beginning of the bleeding diathesis 
of which she later showed symptoms. 

The patient’s second attack, coming six months 
after the onset, appears to be clear-cut orthopnea 
without complications. 

One month before entry we first have definite 
evidence of increasing cardiac failure with dyspnea 
and the onset of edema. At this same time we are 
first given suggestive evidence of kidney damage 
by the development of increasing nocturia. 

On physical examination we find definite con- 
firmation of a failing heart — cardiac enlargement, 
blowing systolic murmur, hydrothorax, pulmonary 
congestion and venous engorgement. The fact 
that the liver was not enlarged or tender may 
well be accounted for on the basis of the acute 
nature of the right-sided failure. The patient did 
show a chest with an increased anteroposterior 
diameter, which is frequently found in bronchial 
asthma. We also learn definitely that the patient 
had a marked hypertension. The skin lesions de- 
scribed are evidently a residue from the acute 
drug rash, and the patient has also develoved 
evidence of purpura. 

I believe at this point that we may fairly con- 
clude that the patient had primarily a hypertensive 
type of heart disease, first with left-sided and 
later right-sided heart failure. For a moment the 
question of cor pulmonale associated with bron- 
chial asthma and an emphysematous chest might 
be raised, but the absence of cyanosis and chronic 
right-sided failure, absence of a high red cell count 
and the presence of chronic left-sided failure quick- 
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ly rule this out. There is no evidence of syphilitic 


or rheumatic heart disease. 


The urine analysis is consistent with a chronic 
nephritis with possibly a superimposed acute phase 
—a low specific gravity, a trace of albumin, red 
cells, white cells and casts. The presence of many 
white cells, together with slightly elevated white 
cell and polymorphonuclear counts and a positive 
urine culture, suggests the possibility of urinary 
tract infection. The severe anemia is consistent 
with a chronic nephritis of marked severity but is 
of rather surprisingly high degree. The nonpro- 
tein nitrogen was definitely elevated, confirming 
our impression of severe renal damage. The se- 
rum protein was somewhat low but not definitely 
below the critical level as done in this laboratory. 
The electrocardiogram in this case showed fur- 
ther evidence of severe heart damage with A-V 
block and left-axis deviation. This cardiogram 
was taken before the date of the change in the 
Lead 4 electrodes, and the upright Ts together with 
a sagging ST: and STs, in the absence of any 
history of treatment with digitalis, is further con- 
firmatory evidence of the presence of old coronary 
disease. The bleeding time and clotting time are 
such as to rule out any primary blood dyscrasia 
and leave us with the conclusion that the purpura 
was associated with the severe nephritis. The ex- 
amination of the chest fluid showed a simple trans- 
udate. The progressive rise in nonprotein nitro- 
gen and indication of severe acidosis as shown by 
the carbon-dioxide combining power signify a rap- 
idly progressive renal failure, and the patient ap- 
parently developed uremic convulsions. The 
marked lowering of the serum calcium and the 
elevation of serum phosphorus are consistent with 
the high degree of renal failure. 

My diagnoses are: (1) acute and chronic vas- 
cular nephritis with uremia; (2) purpura, associ- 
ated with nephritis; (3) hypertensive and coronary 
heart disease with congestive heart failure; and (4) 
possibly a cystitis and a pyelonephritis. 


Curnicat DiacNnoses 


Hypertensive and arteriosclerotic heart disease 
with marked congestive failure. 
Chronic glomerulonephritis with uremia. 


Dr. Crark’s Diacnoses 


Acute and chronic vascular nephritis with 
uremia. 

Purpura, associated with nephritis. 

Hypertensive and coronary heart disease with 
congestive heart failure. 

Cystitis (?). 

Pyelonephritis (?). 
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Anatomic 
Chronic gl lonephritis. 
Cardiac hypertrophy — hypertensive type. 
Arteriosclerosis, minimal, aortic and coronary; 

marked, cerebral. 

Bronchopneumonia. 
Chronic passive congestion of the lungs. 
Peripheral edema. 


Patuotocicat Discussion 


Dr. Tracy B. Mattory: An interesting point 
in differential diagnosis in this case is one in 
which the postmortem findings can be expected 
to help us only by inference. Asthma, after all, 
is a symptom rather than a disease. If death oc- 
curs in an actual asthmatic paroxysm the anatomic 
findings are definite enough. In paroxysms of 
bronchial asthma experience has shown that the 
bronchi are regularly plugged with casts of tena- 
cious mucus, while the alveoli are overdistended 
with air. In the paroxysms of cardiac asthma, in 
contrast, the bronchi are essentially negative but 
the alveoli are filled with edema fluid. Both of 
these processes are essentially reversible, however, 
and with the cessation of the attack a complete 
restitution to normal, or at least to the previ- 
ous status quo, usually occurs. The patient with 
cardiac asthma, however, usually shows a fair- 
ly severe chronic passive congestion of the lungs 
between attacks. Patients with bronchial asthma 


may or may not show chronic bronchitis, emphy- 
sema and cor pulmonale in the intervals be- 
tween paroxysms. Since none of these were 
present in this case, whereas there was the “cy- 
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anotic induration” of chronic passive congestion, 
I should agree with Dr. Clark that the attacks 
were probably cardiac asthma. 

The heart was considerably though not enor- 
mously hypertrophied. It weighed 450 gm. and 
showed preponderant hypertrophy of the left ven- 
tricle. The valves were all negative, the myocar- 
dium showed no scarring and the coronaries were 
wide and capacious, with only slight atheromatous 
deposits. I have no explanation to offer for the 
clectrocardiographic findings. 

The kidneys were quite small, weighing 150 
gm., the capsules adherent, the surfaces granular 
and the cortices red with occasional yellow flecks. 
As is so often the case with a very chronic neph- 
ritis, it is somewhat difficult to guess what may 
have been the initial process. I personally doubt 
very much if so-called chronic vascular nephritis 
ever destroys as much as half the kidney sub- 
stance. We could find no gross or microscopic 
evidence of an underlying pyelonephritis. Almost 
by exclusion we are left with glomerulonephritis. 
In support of this—though nothing active was 
present in the glomeruli—we did find many 
glomeruli which showed adhesions between the 
tufts and the capsules. 

The changes in the serum calcium and phos- 
phorus naturally made us look at the parathy- 
roids. Only a slight degree of hyperplasia was 
found, but the clinical history does not suggest 
that the renal i i had been of very long 
duration. 

Two additional findings, neither apparently of 
great clinical import, were severe cerebral arterio- 
sclerosis and a terminal bronchog 
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GOVERNMENTAL HOSPITAL 
SERVICE AND CARE 


AN analysis of some of the statistical data relating 
to hospitals, as given in the Journal of the American 
Medical Association (108 :1035, 1937), is of interest. 
At the end of the year 1936 a total of 1,096,721 hos- 
pital beds were available in the United States. Of 
this number 763,840, or 69 per cent, were in gov- 
ernmental institutions, and of these, 11 per cent 
were supported by federal funds, 66 per cent by 
state funds and 23 per cent by county or city funds. 
In 1927 the beds in governmental institutions com- 
prised 64 per cent of the total, and in the nine 
years through 1936 the number increased by 40 
per cent as compared with an increase of 8 per 
cent in non-profit and proprietary hospitals. This 
discrepancy is undoubtedly explained, in a large 
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part, by various economic factors that were opera- 
tive during the majority of the years in this period. 
The increase in all beds (29 per cent) is much 
greater than that of the population (8 per cent) 
during the corresponding period. 

In the six New England States identical condi- 
tions obtain. Of a total of 98,642 beds in 1936, 
67,740, or 69 per cent, were in governmental in- 
stitutions. The source of the funds that support 
these hospitals varies somewhat from that of the 
country as a whole: only 6 and 13 per cent are 
financed by money obtained by federal and by 
county and city taxation, respectively, whereas 81 
per cent are listed as state institutions. 

Nearly 94 per cent of all hospital beds in the 
United States are classified under three headings: 
general (36.7 per cent), nervous and mental (50.0 
per cent) and tuberculosis (6.7 per cent). Al- 
though these figures are not listed in such a way 
as to distinguish whether the beds are in govern- 
mental or nongovernmental institutions, it is obvi- 
ous that those available for the treatment of nerv- 
ous and mental diseases and of tuberculosis are 
largely supported by public funds. 

If one takes into account the average census in 
the various institutions, the participation of gov- 
ernmental agencies in hospital care becomes even 
more striking. The total average census in gov- 
ernmental hospitals during 1936 was 91 per cent 
of available beds, whereas that in nongovernmental 
institutions was only 64 per cent; in other words, 
for the total census of 908,516 patients, 696,835, or 
77 per cent, were cared for in federal, state, county 
or municipal hospitals. For New England the cor- 
responding percentage was 75. 

From the above it seems clear that “the health 
of the people is a direct concern of the govern- 
ment,” at least insofar as the furnishing of hospital 
service and care is concerned —and has been for 
many years! 


THE DICK PATENT 


Tue recent article on medical patents by Dr. Mor- 
ris Fishbein’ is a reminder that the Council of the 
Massachusetts Medical Society on June 4, 1935, 


George G. Smith, M. 
Willem B. Breed, M. 
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adopted a resolution, commented on editorially’ 
in this Journal, expressing its opposition to the con- 
tinued existence of the Dick scarlet fever patent 
and the control of this patent by the Scarlet Fever 
Committee in Chicago. This resoiution was 
brought before the House of Delegates of the 
American Medical Association, referred to com- 
mittee and sent to the trustees for consideration. 
The Board of Trustees has been forced to con- 
sider this patent along with many others and is 
likely to report on the whole subject of medical 
patents rather than on the specific case brought up 
by the Massachusetts Medical Society. 

Dr. Fishbein admits in his article that the Dick 
patent is among those “which have aroused the 
* most debate and trouble.” In October, 1935, the 
Intergovernmental Conference on Biological Stand- 
ardization® reported to the League of Nations 
Health Organization on those obstacles arising 
from patents which hinder the standardization of 
streptococcus antitoxin, and requested that steps 
be taken for the removal of these obstacles. It 
would thus appear that the United States and 
British Dick patents are obstacles to international 
standardization, and such standardization is for the 
purpose of protecting the people to whom thesc 
biologic products are to be administered. 

The Dick patent was taken out by the Scarlet 
Fever Committee and endorsed by the American 
Medical Association on the avowed altruistic mo- 
tive of protection of the public. It is now appar- 
ently an obstacle to such protection. The holders 
of the patent dictated the directions for administra- 
tion that appeared on the labels of these products. 
The early directions as to the use of scarlet fever 
toxin were the cause of unfortunate results and 
much unpopularity of the product. These have 
been modified, but in the opinion of many they 
have not kept pace with the advances made by 
other investigators in various localities. Further- 
more, because of the threat of lawsuits for the in- 
fringement of patent rights, information regarding 
such facts has not always been published. For the 
same reason it has been impossible to get any testi- 
mony regarding: interference with research. The 
Anierican Medical Association should publish an 


Dec. 30, 1937 


accounting by the Scarlet Fever Committee to an- 
swer the recurring wild assertion that the bulk of 
the emoluments of this patent have gone into its 
legal defence rather than the promotion of its im- 
provement. 

Because the Council of the Massachusetts Medi- 
cal Society doubted the necessity of the continua- 
tion of this patent for the protection of the public, 
the delegates were instructed to urge that the en- 
dorsement of this patent by the American Medical 
Association be discontinued. The answer to this 
resolution is not to be found in Dr. Fishbein’s 
article, nor is it likely that it will be found in the 
trustees’ report on the patent problem. 

Abstract discussions on the ethics of medical 
patents have so far failed to lay proper emphasis 
on the objectionable features of different patents 
and the objectionable methods of their control. 
The Judicial Council or the Council on Pharmacy 
and Chemistry of the American Medical Associa- 
tion might well attack this problem by beginning 
with the Dick patent, taken out twelve years ago 
and with five years to run. The result of such 
an inquiry would afford an excellent opportunity 
for determining the competency of the American 
Medical Association to hold and control medical 
patents as suggested by Dr. Fishbein. 

REFERENCES 
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Cast History No. 52. Breepinc at SEVEN AND 
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Mrs. B. P., an-eighteen-year-old colored woman, 
para II, entered the hospital on October 16, 1937. 
Six hours previously she had steady, sharp, severe 
abdominal pain lasting a half hour followed in 
two hours by recurrence of the pain with the onset 
of a discharge of bright-red blood from the vagina 
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which continued until entry. Fetal movements had 
not been noted for two days. 

There was no family history of tuberculosis, 
diabetes, malignancy or hemorrhagic disease. 
“Sleeping sickness” had occurred in childhood. Her 
tonsils had not been removed. There was no his- 
tory of dyspnea, cough or limitation of physical 
exercise. Her catamenia had been normal with 
a regular twenty-eight-day cycle. Her last cata- 
menia was on March 6, making her due December 
12. At the first visit on August 12, it was learned 
that her first pregnancy two years previously had 
been complicated by a toxemia for which a cervical 
cesarian section (Kerr type) had been done at 
seven months. The three-pound premature infant 
had lived. The period of convalescence had been 
forty-two days; she ran a septic temperature and 
had a thrombophlebitis of the right leg. Physical ex- 
amination had shown an obese woman weighing 
218 lb. Her tongue and mucous membranes were 
of good color; the blood hemoglobin was not as- 
certained. The teeth were carious, and the tonsils 
enlarged. The heart showed no enlargement to 
percussion, the rhythm was regular, and the sounds 
were normal. The chest showed normal expansion. 
The lungs were resonant throughout, and the 
breath sounds were normal. The abdomen showed 
a symmetrical mass extending halfway to the um- 
bilicus. There was a well-healed, lower midline 
incision. There was no tenderness of the abdomen. 
Her pelvic measurements, arch and symphysis were 
considered normal. The cervix was softened; the 
extremities revealed no abnormalities. 

At the two routine prenatal visits her blood 
pressure was 114 systolic, 7% diastolic and 120 sys- 
tolic, 80 diastolic. Urine examinations had shown 
a slight trace of albumin and 20 to 25 white blood 
cells per high-power field (centrifuged specimen). 

Examination of the abdomen at the hospital 
showed that the fundus of the uterus was 8 cm. 
below the xiphoid process. The vertex was en- 
gaged. A small stream of blood issued from the 
vagina. Fetal heart sounds were not heard in any 
part of the abdomen. Her temperature was 98.6°F., 
pulse 90, respirations 20, and the blood pressure 
100 systolic, 60 diastolic. A urine specimen was 
not obtained, although she was catheterized several 
times. The blood count showed 3,800,000 red cells, 
hemoglobin 80 per cent (Sahli). 

The patient was taken to the delivery room, and 
preparation for delivery by the most appropriate 
means was made. Vaginal examination under gas- 
oxygen-ether anesthesia showed that the cervix 
was long and tight and would barely admit one 
finger. No placental tissue was felt. The mem- 
branes were ruptured with a Kelley clamp and a 
Voorhees’s bag (No. 3) was inserted. An attempt 
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at this time to obtain urine by catheterization 
was again unsuccessful. No unusual bleeding oc- 
curred. A_ very tight scultetus-type abdominal 
binder was applied, and the patient was returned 
to 

In one and a half hours definite contractions 
of the uterus were felt, occurring approximately 
every eight minutes and lasting fifteen to twenty 
seconds; relaxation between contractions was bare- 
ly perceptible. Four hours later the contractions 
occurred every two or three minutes, lasting twenty 
or thirty seconds. The pulse and blood pressure re- 
mained approximately the same. In a few hours 
the Voorhees’s bag was expelled, followed by no 
bleeding. 

Fourteen hours after entry and four hours after 
expulsion of the bag, a stillborn macerated fetus 
weighing 4 lb. 10 oz. was delivered normally, fol- 
lowed immediately by the placenta and a retro- 
placental clot. Bleeding was otherwise moderate, 
and the fundus was firm. The patient left the 
delivery room in fair condition. Six hours fol- 
lowing delivery the first urine specimen was ob- 
tained by catheter. It was slightly cloudy, acid, 
had a specific gravity of 1.010 and showed a trace 
of albumin, no sugar and from 3 to 5 white blood 
cells and 20 to 30 red blood cells per high-power 
field (centrifuged specimen). The blood count 
was 3,080,000 red cells, hemoglobin 65 per cent 
(Sahli); the blood nonprotein nitrogen was 75 mg. 
per cent. 

Subsequent laboratory data were as follows. On 
October 11, the nonprotein nitrogen was 60 mg. per 
cent, and a urea-clearance test showed 14.3 cc. of 
blood cleared of urea per minute. On October 
16, a urea-clearance test showed 20 cc. of blood 
cleared of urea per minute. On October 25, the 
nonprotein nitrogen was 40 mg. per cent. On Oc- 
tober 27, the blood count showed 20,100 white cells 
and 2,770,000 red cells with a hemoglobin of 55 
per cent. On October 29, the nonprotein nitrogen 
was 30 mg. per cent. On November 1, the blood 
count showed 12,550 white cells and 3,100,000 red 
cells with a hemoglobin of 60 per cent; a urea- 
clearance test showed 41.6 cc. of blood cleared 
of urea per minute. On November 2, a urine- 
concentration test showed the night specimen to 
have a specific gravity of 1.010; one hour later, 
1.015; two hours later, 1.016. 

The puerperium was characterized by a low- 
grade temperature, never greater than 101°F.; the 
pulse ranged from 80 to 100, and respirations were 
normal. On October 27 the left leg was found 
to be tender to pressure in the popliteal region 
and to jerking of the Achilles tendon. In two 
days these signs were no longer elicited. Tender- 
ness was intermittently present over the left costo- 


« 


vertebral area. On the twenty-sixth day postpar- 
tum, the temperature became normal and remained 
so until discharge on the thirty-first day. 


Comment. This patient, a very obese Negress, 
eight months pregnant, with typical signs and 
symptoms of premature separation of the placenta 
and with some evidence of shock, presented a seri- 
ous obstetric risk. Because the baby was dead, as 
evidenced by the absence of fetal heart sounds, 
the only person to consider was the mother. The 
scar in the lower segment, due to the previous low 
cesarian, might well complicate one’s decision 
because such scars have been known to rupture 
in normal labor. The long, dilated cervix admit- 
ting just a fingertip also complicated the decision 
as to the best means of attacking this problem be- 
cause such cervices often take a long while to dilate; 
but the facts that the baby was dead, that the pa- 
tient was so fat, and that she had a septic conva- 
lescence following a previous low section, all led 
to the decision that the patient should be delivered 
from below. 


It was finally decided to induce labor by rup- 
turing the membranes and inserting a bag; that 


this was the conservative course, the outcome of | 


the case proves. If labor had not been satisfac- 
tory, the operator would have been forced either 
to dilate partially the cervix, which is a very seri- 
ous procedure but which might have allowed the 
performance of the Braxton Hicks maneuver, or 
to empty the uterus by some abdominal operation. 
In such a contingency a Latzko would probably 
have been the operation of choice, but this is an 
operation which can be done successfully only by 
a trained obstetrician and is one to be resorted 
to only as a last measure. Favorable cases at this 
stage may be delivered by vaginal hysterotomy, 
but in this individual patient it probably was an 
operation impossible to accomplish. 
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The programs of instruction to be given this 
winter by the Massachusetts Medical Society in co- 
operation with the Massachusetts Department of 
Public Health, the United States Public Health 
Service and the Federal Children’s Bureau are 
listed below. These courses are offered free to all 
legally registered physicians in Massachusetts. 
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Acute Anterior Poliomyelitis — Its Diagnosis 

Meetings to be held in the Nurses Home of the Milford 
Hospital, Thursdays, at 8:30 p. m. 
Joseph Ashkins, M.D., Chairman 
Worcester Nortu District 
Place: FITCHBURG 
SUBJECT DATE 
Gonorrhea in the Male..................... January 
January 14 
mococcus Pneumonia and Serum 

a Infection; Rheumatic Heart Dis- 

Py Advances in the Diagnosis and Treat- 
ment of Heart Disease.................. ND 4 
Complications in Obstetrics Illustrated by Case 
mn my Diagnosis and Treatment of Scarlet 
The Une and of February 25 


Meetings to be held at the Burbank Hospital, Fridays, 
at 4:30 p. m. 
Edward A. Adams, M.D., Chairman 


Facu.ty 


Gonorrhea and Syphilis. Chairman: Dr. E. Granville 
Crabtree. Instructors: Drs. J. Dellinger Barney, Oscar F. 
Jacoby and C. Guy Lane. 
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Heart Disease and Rheumatic Fever. Chairman: Dr. 
Paul D. White. Instructors: Drs. Edward F. Bland, Mar- 
shall N. Fulton, R. Earle Glendy, Ashton Graybiel, Burton 
E. Hamilton, T. Duckett Jones, Samuel A. Levine, Bene- 
dict F. Massell, Sylvester McGinn, Joseph H. Pratt, William 
D. Reid, Howard B. Sprague and Oliver H. Stansfield. 


Pneumonia. Chairman: Dr. Frederick T. Lord. Instruc- 
tors: Drs. Maxwell Finland and Joseph H. Pratt. 


Obstetrics. Chairman: Dr. Robert L. DeNormandie. 
Instructors: Drs. Christopher J. Duncan, M. Fletcher Eades, 
A. Gordon Gauld, Thomas R. Goethals, Roy J. Heffernan, 
James C. Janney, M. V. Kappius, Foster S. Kellogg, H. Bris- 
tol Nelson, Joseph W. O'Connor, John Rock, Judson A. 
Smith, Benjamin Tenney and Raymond S. Titus. 

Pediatrics. Chairman: Dr. Warren R. Sisson. Instruc- 
tors: Drs. James M. Baty, Benjamin W. Carey, Jr., Stewart 
H. Clifford, Louis K. Diamond, R. Cannon Eley, Leroy 
D. Fothergill, Harold L. Higgins, Henry W. Hudson, Jr., 
Donald W. MacCollum, Patrick J. Mahoney, Charles F. 
McKhann, Edwin H. Place, Eli C. Romberg, Clement A. 
Smith and Conrad Wesselhoeft. 


There will be a presentation of cases in the sessions 
on rheumatic fever and heart disease wherever it is 
feasible. All courses will be aided by new lantern slides, 
many of which are in natural color. The faculty has 
prepared an unusually fine teaching exhibit which should 
be interesting to every physician. 


MISCELLANY 
DOWLING SURGICAL BUILDING DEDICATED 


The Dowling Surgical Building of the Boston City 
Hospital was formally dedicated on December 20 in mem- 
ory of the late Dr. John J. Dowling, who for many years 
was superintendent. 

Mayor Mansfield and Dr. David Scannell were the prin- 
cipal speakers and paid appropriate tribute to Dr. Dowling 
as an individual and as the chief hospital administrator. 
A bronze tablet—the gift of the hospital employees — 
was presented by John Kelleher, head of the empioyee’s 
committee, and accepted by Dr. Martin English on behalf 
of the board of trustees. 

The majority of the wards in the new building are now 
occupied, and the new operating rooms, which are con- 
structed and equipped according to the most modern 
ideas, will be opened within a few weeks. 


COMMUNITY NURSING COUNCIL 
OF BOSTON 


During the winter of 1936-1937 several meetings of a 
group interested in forming a ‘nursing council were held, 
~and April 29, 1937, a constitution and by-laws for the 

Community Nursing Council of Boston were adopted. 
Because of increasing national interest in adequate nurs- 
ing programs throughout the country, due to the trend 
‘toward more complete community service, the League for 
Nursing Education, the National Nurses Association and 
the National Organization for Public Health Nursing set 
up a joint committee to consider how adequately nursing 
needs are being met in various communities. In Boston 
the Committee on Public Health Nursing of the Boston 
Health League was the only committee considering nurs- 
ing problems. A second group, the Central Directory for 
Nurses, is concerned primarily with the private-duty 
nurse. It is inevitable that the Hospital Council of Bos- 
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ton will be concerned with training schools and institu- 
tional nursing. In the interest of good organization it 
seemed necessary to have a nursing council which could 
consider all the problems represented by these groups. 

The voting body consists of representatives from service 
branches of nursing conducted on a non-profit basis. Each 
group has two delegates--the director of the nursing 
service and a representative nominated by the governing 
board and representing the board of the institution. In 
addition, the Boston Council of Social Agencies, the Bos- 
ton Health League, the Hospital Council of Boston, the 
medical societies, the Simmons College School of Nurs- 
ing and District No. Five of the Massachusetts State 
Nurses Association, each has one voting tative, 
and there are eight individuals interested in nursing who 
are not official representatives of an organization. 

The first meeting of the Community Nursing Council 
of Boston was held Wednesday, November 17. The 
following officers and directors were elected: president, 
Miss Carrie M. Hall, formerly superintendent of nurses at 
the Peter Bent Brigham Hospital; vice-president, Mrs. B. 
Harrison Ragle, director of the Community Health As- 
sociation; secretary-treasurer, Miss Jean F. Martin, super 
intendent of nurses of the New England Hospital for 
Women and Children; directors (for three years) Miss 
Marietta Barnaby, director of the Central Directory for 
Nurses, and Miss Sophie C. Nelson, director, Visiting 
Nurse Service, John Hancock Mutual Life Insurance Com- 
pany, (for two years) Mrs. Robert Homans, board repre- 
sentative of the Massachusetts General Hospital, and Miss 
Hazel Wedgwood, director of public health nursing, 
Boston Health Department, (for one year) Ripley L. 
Dana, board representative of the Peter Bent Brigham 
Hospital, and Miss Helene G. Lee, secretary, Massachusetts 
State Nurses Association. 

The Community Nursing Council of Boston also voted 
to appoint Miss Margaret H. Tracy as executive secretary 
and to thank the Boston Health League and the Hospital 
Council of Boston for permission to use her services. 


ANTI-FILLED-MILK LAW UPHELD 
BY U. S. APPELLATE COURT 


The United States Circuit Court of Appeals, Seventh 
Circuit, sitting at Chicago, in a unanimous opinion, filed 
December 2, upheld as constitutional the Federal Anti- 
Filled-Milk Act. At the same time the Court upheld the 
decision of Federal District Judge Holly dismissing the 
suit of the Carolene Products Company against the Evapo- 
rated Milk Association and its officers, charging conspiracy 
to restrain the Carolene Company from shipping filled 
milk in interstate commerce. 

Suit was brought against the Evaporated Milk Associa- 
tion by the Carolene Company, manufacturers of “Mil- 
nut” and “Carolene,” because the manufacturers of evapo- 
rated milk have co-operated whole-heartedly in the effort 
which has been made by the dairy industry to raise and 
maintain the standard of dairy products. Legal recogni- 
tion of evaporated filled milk would open up the way 
for filled bottled milk, filled cream, filled ice cream, and 
filled cheese. 

The Evaporated Milk Association has joined with 
American dairy farmers in the fight against filled milk 
in the belief that it constitutes a threat not only to evapo- 
rated milk but to all dairy products and the welfare of 
the dairy farmer, and above all to the public health. 

Three federal judges, Evans, Sparks, and Lindley, ruled 
that since the Carolene Company is admittedly engaged in 
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interstate commerce in filled milk, the essential question 
was the constitutionality of the act. This being established, 
the manufacturers of “Carolene” and “Milnut” came into 
court as law violators and not entitled to relief in the 
courts. 

The question of whether the Carolene Company's prod- 
ucts are free from positively injurious ingredients was 
stated to be wholly beside the question so long as they are 
used as instruments of fraud; that dangerous consequences 
follow the sale of filled milk, not because it is deleterious 
in itself, but because people accept it as milk and as a re- 
sult lose much of the nourishment which makes milk the 
most desirable food we have. It was stated that the traf- 
fic in filled milk should be stopped now before irreparable 
injury is done to the health of the Nation. 

Filled milk is prepared by extracting butter fat from 
milk and replacing it with coconut oil —a substance pro- 
duced by cheap Oriental labor. The forced sale of the 
extracted butter fat serves to demoralize the butter and 
cream markets, thus depressing the prices paid to farm- 
ers for their milk. As another unfortunate economic con- 
sequence the farmer is forced to a lower standard of care 
in producing and handling milk, again affecting adverse- 
ly the consumer interest. 


RESOLUTIONS ADOPTED BY THE GUILD 
OF ST. LUKE 


At the annual meeting of the Guild of St. Luke held in 
Boston, June 23, 1937, a committee was appointed to pre- 
sent resolutions expressing the Guild’s opposition to com- 
pulsory health insurance. The committee reported the 
following resolutions which were adopted unanimously 
at the meeting of the Guild that was held in Boston, No- 
vember 15; 


Whereas, It has been publicly stated that the next ses- 
sion of Congress of the United States will amend and 
amplify the present Social Security Act; and 

Whereas, It has been stated that the amplification of the 
Social Security Act will take the form of a proposed law 
which will compel a certain group of persons in the United 
States working for wages to be insured against sickness; 

nd 


a 

Whereas, Such a law as proposed would be the first at- 
tempt in our American life to give governmental appro- 
bation to a division of our citizens into separate classes 
on account of their economic conditions; and 

Whereas, This proposed law does not give any medical 
service of any kind to the indigent; and 

Whereas, If this law is enacted the United States gov- 
ernment will enter upon the stupendous task of fur- 
nishing adequate care to between sixty and eighty per 
cent of all wage earners whose annual wage is 
thousand dollars a year or less, with the exception of 
domestic servants, farm laborers, employees of certain 
political subdivisions of the country and employees of 
certain charitable organizations; and 

Whereas, The cost of administration of such a law to- 
gether with the cost of furnishing medical care will be 
enormous; and 

Whereas, The individual under this scheme will be de- 
prived of free choice of his physician; and 

Whereas, In all foreign countries where this scheme 
has been adopted no appreciable lowering of the sickness 
rate or the death rate has taken place; and 

Whereas, Under present conditions in the United States 
the kind of medical service that is given is far superior to 
that furnished in any other country in the world and 
especially is that true in Massachusetts; and 
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Whereas, In foreign countries where a similar law 
has been enacted malingering has increased and the quali- 
ty of practice has deteriorated; and 

Whereas, We know from our own experience where 
the government has taken over work which was former- 
ly performed by private enterprise there has been a great 
change in the morale of the people; and 

Whereas, The proposed law will not accomplish the ob- 
ject its enthusiastic supporters believe; and 

Whereas, What claims of success these laws have had 
in certain countries have been obtained where the in- 
habitants are to a great degree homogeneous and where 
their social, cultural and governmental backgrounds have 
been rooted in their civilizations for centuries; and 

Whereas, The United States is a union of forty-eight 
states differing greatly in climates, industries, habits and 
traditions; and 

Whereas, These existing conditions in the United States 
ay on militate against the success of the law; 

it 

Resolved, That the Guild of St. Luke of Boston opposes 
the enactment of such a law as being against public policy 
and because the tendency of such a law would be to de- 
stroy the urge of thrift among our people, to annihilate 
the spirit of initiative which has always characterized our 
people, and to destroy the morale of the community, and 
be it further 

Resolved, That a copy of these resolutions be sent to 
the Honorable Members of Congress from Massachusetts, 
the American Medical Association and the New England 
Journal of Medicine. 

F, Contey, 
Louis F, Curran, 
Crarces E, Moncan. 


MASSACHUSETTS CANCER-TUBERCULOSIS , 
UNIT 


The new Cancer-Tuberculosis Unit of the Westfield 
State Sanatorium was opened for the admission of pa- 
tients on November 29. This modern type of hospital 
building, which provides 50 beds for the treatment 
of cancer and 144 beds for patients with pulmonary tu- 
berculosis, brings to western Massachusetts the same spe- 
cial facilities for the treatment of these two diseases pre- 
viously provided in the eastern part of the State. 

The cancer section includes a complete surgical unit 
with two operating rooms, a radiologic unit with diag- 
nostic and deep-therapy apparatus and radium _ needles, 
and an outpatient department. Medical service is pro- 
vided through a combined resident and visiting staff, as 
at the Pondville Cancer Hospital, with visiting men drawn 
from the various fields of cancer therapy. The tuberculo- 
sis section provides all facilities for the diagnosis and 
modern treatment of that disease, including thoracic sur- 
gery, and all operative procedures will be carried out at 
the sanatorium. 

The combination of the treatment of tuberculosis and 
cancer in the same building embodies a new idea in hos- 
pital practice, but one wholly practical with the present 
type of construction. By the joint use of much of the 
surgical and x-ray equipment, economies are effected in 
operating costs, and as tuberculosis continues to decline 
and as the demand for hospitalization of cancer increases, 
the proportion of patients with each condition can be 
shifted to meet the current needs. 

Patients will be admitied to the cancer section upon 
written application of a physician to the superintendent 
of the Westfield State Sanatorium, on forms provided by 


‘ 


the Massachusetts Department of Public Health, prefer- 
ence being given to persons living in the western part of 
the State. The Massachusetts statutes provide that only 
persons who have lived two out of the past three years in 
the State are eligible for admission. On the same basis, 
patients will be examined in the cancer outpatient depart- 
ment only upon written request of a licensed physician, 
and report will be made only to him. Adult patients 
with pulmonary tuberculosis from all cities and towns of 
Hampden County, except Springfield, will be admitted 
under contract of the County Tuberculosis Hospital Dis- 
trict with the Massachusetts Department of Public Health. 
Tuberculosis patients from other towns in western Massa- 
chusetts may be admitted with the approval of the local 
board of health. 


CORRESPONDENCE 
ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL 
ON PHARMACY AND CHEMISTRY 

To the Editor: \n addition to the articles enumerated in 
our letter of October 30 the following have been ac- 


cepted: 
Abbott Laboratories 
Ampoules Sodium Cacodylate — Abbott, 0.05 gm. (4 


Cacodylate — Abbott, 0.097 gm. 
(1% gr.) 1 cc. 

Ampoules ee — Abbott, 0.2 gm. (3 

Ampoues Sodium Cacodylate — Abbott, 0.324 gm. 
Cacodylate — Abbott, 0.454 gm. 
les Cacodylate — Abbott, 0.975 gm. 
(15 gr.) 2 ce. 


Gilliland Laboratories, Inc. 
Gas Gangrene Antitoxin, Concentrated and Refined 
Tetanus-Gas Gangrene Antitoxin, Concentrated and 
Refined 


Antimeningococcic Serum, Concentrated and Re- 


fined 
Rabies Vaccine (Modified Semple Method) 
Lederle Laboratories 
Aminophyllin — Lederle 
Ampuls Solution Aminophyllin — Lederle, 0.24 


gm., 10 cc. 
Ampuls a Aminophyllin — Lederle, 0.48 
gm., CC. 
— Aminophyllin — Lederle, 0.1 gm. (1% 
gr. 
Paul-Lewis Laboratories, Inc. 
Aminoacetic Acid — 


Salysal Tablets, 5 gr. (0.3 gm.) 

E. R. Squibb & Sons 

Tablets Sulfanilamide — Squibb, 7. gr. 
Frederick Stearns & Co. 

Sterile Solution Neo-Synephrine Hydrochloride, 1%, 

15 cc. vials 
John Wyeth & Brothers, Inc. 
Vaginal Suppositories Silver Picrate— Wyeth, 1 gr. 


(infant size) 
Paut Nicnotas Leecn, Secretary. 
535 North Dearborn Suen, 
Chicago, Illinois. 
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RECENT DEATHS 


ROBBINS — Eimer E. Rossins, M.D., of 101 School 
Street, New Bedford, died December 21. He was in his 
seventy-seventh year. 

He was born in Waterbury, Connecticut. A graduate 
of the University of Vermont, he completed a course in 
medicine at Baltimore Medical College, after which he 
went to New Bedford and established a general practice. 

He was a member of the New Bedford Medical Asso- 
ciation, the Odd Fellows Lodge in Waterbury and a former 
fellow of the Massachusetts Medical Society. 

His son, Dr. E. E. Robbins, Jr., a brother, Dr. George 
O. Robbins, and a sister survive him. 


ALLEN —Seasury W. Arren, M.D., of 20 Charles 
River Square, died December 20 at Kittery Point, Maine. 
He was in his sixty-ninth year. 

Born in Brookline, he attended Hopkinson’s School, 
Boston, and in 1891 was graduated from Harvard Uni- 
versity. After his graduation he was employed by the 
New England Telephone Company, later becoming en- 

in the marine insurance business. He returned 
to Harvard and received his medical degree in 1897. 
He served as house surgeon at the Massachusetts General 
Hospital and as contract surgeon for the government at 
Montauk Point, and since 1898 had practiced in Boston 
and York Harbor, Maine. 

widow and three sisters survive him. 

McKENNA — Francis P. McKenna, M.D., of 382 Cen- 
ter Street, Jamaica Plain, died September 11. He was 


year. 

Born in South Boston, he attended Boston Latin School 
and was graduated from Harvard Medical School in 
1892. Dr. McKenna was a fellow of the Massachusetts 
Medical Society, a member of the Norfolk District Medi- 
cal Society and a past president of the West Roxbury 
Medical Association. 

His widow, a son and a daughter survive him. 
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NEW ENGLAND HEART ASSOCIATION 


The regular monthly meeting of the New England 
Heart Association was held at the Massachusetts General 
Hospital on November 22. In opening the meeting Dr. 
Paul White passed around a copy of the first edition of 
De Humani Corporis Fabrica by Vesalius (1543) in which 
are shown some of the earliest drawings of the coronary 
vessels; at that date it was thought that blood entered the 
coronary sinus and veins from the inferior vena cava to 

carry nourishment to the myocardium, while the chief 
of artery was to cool the heart. 


FurtHek OpservATIONS ON THE HEALING OF MyocarpIAL 
Inrarction. By Drs. G. Kenneth Mallory and Paul D. 
White, presented by Dr. Mallory. 

Illustrations of the gross and microscopic pa 
changes in myocardial infarction in a large series of ” 
tients were presented, with observations on the pall 


healing. It was pointed out that the rapidity of the com- 
pletion of healing varied with the size of the infarct and 
the state of the circulation from which blood 


coronary 

could be obtained for the healing process. . 
there is a necrosis of the myocardial fibers. Simultane- 
ously and for the duration of the first week there is an 
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invasion by polymorphonuclear leu well into the 
margin of a large infarct and throughout a small infarct. 
During the second week there is a subsidence of this poly- 
morphonuclear reaction and an appearance of phagocytes, 
along with the development of new blood-vessel forma- 
tion. In the third week there is the beginning of the lay- 
ing down of scar tissue, with an increased number of 
fibroblasts and the development of collagen. In the fourth 
week and thereafter the collagen steadily increases in 
amount and density with a subsidence of the earlier reac- 
tions. In the second month the healing becomes as a rule 
quite complete, but there has been too little autopsy ma- 
terial during the second and third months to have ade- 
quate information on this point as yet. 

The cases for this study were gathered through the 
co-operation of the Peter Bent Brigham, the Boston City, 
the Beth Israel, and the Massachusetts General hospitals. 
More cases are desired to complete the study. 

Dr. White in discussion raised the point of the time of 
survival after coronary thrombosis as an explanation for 
the difficulty in obtaining material at monthly intervals 
after the first month. Most of those who die during the 
first year after coronary thrombosis die during the first 
month. He cited figures for the duration of life after the 
first attack of coronary thrombosis to death in a different 
series of 206 cases as follows 


Ist week 
2nd week 


2 

> 

3 

> 
wn 


Tue Value oF THE EsTIMATION OF THE VoL- 
UME OF THE Heart AS DETERMINED BY ORTHODIAGRAPHY. 
By Drs. Wilfrid J. Comeau and Paul D. White, presented 
by Dr. Comeau. 

The clinical and practical application of orthodiagraphic 
heart-volume determinations was investigated in 125 in- 
dividuals with normal hearts and 35 individuals with 


ployed for estimating the heart volume. This formula 
consists of multiplying the product of the area of the 
frontal silhouette of the i 


found to be considerably less in small and vertical hearts 
than in large or transverse hearts or when the subject was 
stocky or obese. The maximum error was found to be 
in the neighborhood of 15 per cent. 

The variation in heart volume in normal persons had 
a wide range. In males it ranged from 400 to 900 cc.; 
however, only 10 males had volumes of over 700 cc. In 
females the normal range of heart volume was from 250 to 
500 cc. A close linear correlation was found in the nor- 


ly close, however, to allow its use as a criterion for pre- 
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dicting normal values. No definite relation was found in 
correlating heart volume to body height or to the cardio- 
thoracic ratio. 

The study of the diseased hearts revealed nothing of 
particular significance. The largest heart volume was 
3500 cc. in an individual with tricuspid or mitral stenosis. 

The opinion was formed that heart-volume determina- 
tions as a routine method offered little in the way of 
practical advantage over the cardiothoracic ratio and less 
still over the area determinations, even though at first 
thought it would seem preferable. In a few selected cases 
a heart-volume determination may corroborate a clinical 
impression of the size of the heart when other measure- 
ments fail to do so. 

Discussion by Dr. Schatzki was in agreement with these 
findings on the heart volume. He emphasized the difficul- 
ties inherent in the method, particularly with respect to 
large hearts with prominence of one chamber; for exam- 
ple, the left auricle, if very large, would alter the shape 
so that the constant would no longer hold. Dr. Schatzki 
referred to his earlier work of making models from the 
x-ray shadow at varying angles in order to reproduce 
accurately the heart size and shape in solid form. 


Tue ExvecrrocarpiocraMs oF Ipentica. Twins. By Drs. 
N. Bowman Wise, Paul D. White, Wilfrid J. Comeau, 
Wellford C. Reed and William H. Gordon, presented by 
Dr. Wise. 

An electrocardiographic study of eighteen pairs of 
identical twins and eight pairs of nonidentical twins has 
been made. Comparison of the character and amplitude 
of the separate deflections of the conventional leads and 
the precordial leads has revealed no absolute correspond- 
ence and no constant degree of similarity in the electro- 
cardiograms of these individuals. It is believed that the 
identity of a given pair of twins cannot be determined 
from study of their electrocardiograms. The finding of no 
close degree of similarity in the records of identical twins 
is considered to lend support to the impression that the 
electrocardiogram is a very individual record. 

In discussion Dr. White said that studies of triplets and 
quadruplets would also be included. Word has been re- 
ceived from Dr. MacArthur, of Toronto, that electrocar- 
diograms have not yet been taken of the quintuplets. 


A Series or Cases Wuicu THE ELE 
Leap From THe Carpiac Apex Was tHE Cuter Diacnostic 
Aw 1n Coronary Turomsosis. By Drs. Howard B. 
Sprague and Sylvester McGinn, presented by Dr. Sprague. 

Lead 4. the chest lead, carried on routinely now in 
clinical electrocardiography (with the exploring electrode 
placed at or just beyond the cardiac apex and the indiffer- 
ent electrode on one of the extremities) shows in an > 
— percentage of cases of coronary 
ventricle, changes that are more distinct, earlier or longer 
in duration than changes in the classical leads. This has 
been found in some 10 per cent of the records studied. 
The changes consist of an absence of the R wave (for- 
merly called the Q wave), or an inversion of the T wave 
(formerly an abnormal upright wave by the old technic), 
or changes in the ST segment consisting in the carly cases 
of an elevation. 

Dr. Levine in discussion emphasized the value of the 
chest lead in cases of coronary thrombosis but also spoke 
of the occasional occurrence of abnormalities in the chest 


1111 
8 
3rd week 9 
4th week 1 
Ist year 100 
2nd year 23 
3rd year 28 
4th year 17 
Sth year 10 
Over 5 years 28 
-Kanls ormula Was ¢in- 
lished constant (0.63). The error of the method was 
aterilal Detween heart volume and body weight. 
The linear correlation was less marked with the body 
area. The correlation with body weight was not sufficient- 
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lead due to conditions other than myocardial infarction, 


for example fluid in the pericardium or pleura. 


Tue Evrect or Earty Treatment or Luss on tHe Later 
oF Aortic Lures. By Drs. William P. Thomp- 
son, Wilfrid J. Comeau, John McMillan, N. Bowman Wise, 
William H. Gordon, Wellford C. Reed and Paul D. White, 
presented by Dr. White. 


The most useful contributions that any of us can make 
in the study of cardiovascular disease are those that con- 
cern the causes of such disease and where possible the 
early treatment or prevention of these causes. 

It seems very probable, in fact almost certain, that car- 
diovascular syphilis belongs in the group of cardiovascu- 
lar diseases that should be preventable. Theoretically 
that idea is sound and we are all having the impression 
clinically that it is so. But few studies have as yet been 
made to test the truth of the theory. A start of large 
scope has been made by the committee recently at work 
on co-operative clinical studies in the treatment of syph- 
ilis; this committee includes members of the U. S. Public 
Health Service and of the clinics at Western Reserve, 
Johns Hopkins, the Mayo Clinic, University of Pennsyl- 
vania and the University of Michigan. Their attack has 
been different, however, from one which we initiated 
a year or so ago, and in the midst of which we are en- 
grossed. 


Our own study has been planned and carried out as ac- 
curately as possible within the limitations of clinical 
study.* Only a large series of postmortem examinations 
(not as yet possible to accumulate) would allow a cer- 
tainty in conclusion. It is important to state at the outset 
that our results deal with the clinical finding of cardio- 
vascular syphilis. Aortitis may be present, of course, 
without any symptoms or signs, even by x-ray, but if it is 
but slight and relatively or absolutely inactive, it does 
not constitute much of a clinical problem. 


The findings in 300 cases of lues 15 to 25 years after on- 
set are as follows: 


X-ray Examination (careful fluoroscopy) 
Aorta normal or showing slight variations 
in pulsation, density or size consistent 
with or sclerosis but 
probab'y not lue 271 
Aorta slightly to moderately dilated; prob- 
Aorta dutusey dilated — definite aortitis. 6 
Aortic aneury 5 


Physical 
Aortic regurgitation and ancurysm...._.. 1 
300 


The relation of the amount of treatment in early lues to 
the “finding” of aortitis from 15 to 35 years later is shown 
by the following figures: 


No Grape or TrearmMentr Treat- 
Trear- MINI- INADEQUATE ADF MENT 
MENT MAL QUATE 
(i 2 5) (1-5) 
All cases (90). 28 (30%) ea = 62 (70%) 
Aortitis cases. . 9 (60%) 1 1 1 6 (40%) 
Percentage with 
aortitis ..... 32 6 10 


Thus, this small group of cases suggests that treatment 
of early lues decreases, even though it may not abolish, 

late manifestations of aortitis. 
*Criteria of selection: (1) known date of initial infection, 
year 


own (2) early 
treatment and (3) complete examination after from 15 to 25 8. 
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Lone Survivat or PatTients ANEURYSMS OF THE 
Aorta. By Dr. Edward F. Bland. 


The case histories of 3 patients with large aneurysms of 
the arch of the aorta were presented. The first patient 
survived for 16 years and ultimately died of heart failure 
primarily dependent upon arteriosclerotic coronary artery 
disease. The remaining 2 patients are alive and com- 
fortable 12 and 7 years respectively after the discovery of 
the aneurysms. In each instance the amount of treatment 
has been desultory. It was emphasized that these excep- 
tional cases were presented not to discount in any sense 
the value of specific antiluetic therapy, but in order to 
call attention to the fact that extensive structural altera- 
tions are occasionally consistent with a remarkable lon- 
gevity in spite of inadequate treatment—a fact which 
should be kept in mind in properly evaluating specific 
antiluetic therapy. 

In discussion Dr. Lane emphasized the fact that now is 
a fitting occasion to make this important study because it 
is beginning to be possible to obtain long enough follow- 
up observations on patients more or less adequately treated 
from 15 to 25 years ago. He discussed in some detail the 
criteria of adequate early treatment, consisting in the main 
of alternate courses of bismuth and neoarsphenamine for 
a period of 14 to 2 years and close follow-up with exam- 
inations including serologic tests annually thereafter with 
repetition of courses if needed. 


NOTICES 
RADIO BROADCASTS 


The fourth group of weekly broadcasts sponsored by 
the American Medical Association and the National Broad- 
casting Company concern contagious diseases. These 
dramatized health messages are intended to furnish supple- 
mentary material for health teaching in junior and senior 
high schools and are broadcast every Wednesday from 
2:00 to 2:30 p. m. over the Red Network. The dates and 
subjects are as follows: 


January 5—Sneezes and Sniffles. Cause, spread, pre- 
vention of colds, pneumonia and influenza; importance of 
early medical care. 

January 12—Scarlet Fever, Measles and Whooping 
Cough. Modern attitudes toward these diseases; their 
prevention by community co-operation. 

January 19—Smallpox and Diphtheria. Unnecessary 
diseases; preventable by immunization of infants. 

January 26— Poliomyelitis. Information about the dis- 
ease; co-operation with President's Birthday Ball. 


BOSTON DISPENSARY 


25 Bennet Street, Boston 
Lecture Hall, Second Floor, 9-10 a. m. 


Mepicat Conrer—eNce Procram, January, 1938 


Tuesday, January 4— Diseases and Injuries to the Hip 
Joint. Dr. John D. Adams. 

Wednesday, January 5— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, January 6 — Endocrine Clinic. 

wrence. 

Friday, January 7 — Diabetic Clinic. Dr. Howard F. Root. 

Saturday, January 8— Hospital Case Presentation. Dr. 
Robert W. Buck. 


Dr. Charles H. 


| 
Vol. 
19 


Vol. 217 No. 27 
Tuesday, January 11 — Review of Recent Literature on the 
Treatment of Malignant Diseases. Dr. William M. 


Shedden. 

January 12 — Sulfanilamide in the Treatment 
of Meningococcus. Dr. Edwin H. Place. 

Thursday, January 13— Bleeding from Peptic Ulcer. 
Dr. Maurice S. Segal. 

Friday, January 14— Plasma Fibrinogen and the Sedi- 
mentation Test. Dr. Thomas H. Ham. 

Saturday, January 15— Hospital Case Presentation. Dr. 
Heinz Magendantz. 

Tuesday, January 18 — Recent Advances in the Treatment 
of Pulmonary Tuberculosis. Dr. M. H. Holden. 
Wednesday, January 19 — Clinicopathological Conference. 

Dr. R. C. Wadsworth, Dr. Robert W. Buck. 
Thursday, January 20 — Investigations Dealing with the 
Management of Certain Types of Blood Discases. 
iam Dameshek. 


Saturday, January 22— Hospital Case Presentation. Dr. 
Samuel H. Proger. 
Tuesday, January 25— X-ray Demonstration. Dr. Alice 


Arthur Berk. 

hee sg" January 27 — Social Service Case Presentation. 
Mrs. H. B. Hooker, Miss E. Grundy. 

Friday, 28 — Some Clinical Aspects of Arthritis. 
Dr. Walter Bauer. 

Saturday, January 29— Hospital Case Presentation. Dr. 
Jacob Schloss. 


SERIES OF MOVING PICTURES 
AT THE BOSTON DISPENSARY 


A series of moving on the following Fridays 
torium of the Boston Dispensary: 

January 7 Surgical Pathology — Diseases of the Breast. 
Surgical Pathology — Uterine Fibroids. 
January 14 Interposition of Uterus — Watkins-Wertheim 
Operation for Cystocele and Prolapse. 
Posterior Colporrhaphy — For Third-Degree 
Laceration. 


January 21 Salping t with Appendectomy 
for a Large Teratoma of the Right Ovary. 
Montgomery-Simpson Suspension for Retro- 


version of Uterus. 


HARVARD MEDICAL SOCIETY 
The next meeting of the Harvard Medical Society will 
be held in the Peter Bent Brigham Hospital amphitheater 
(Shattuck Street entrance), Tuesday, January II, at 
8:15 p. m. 
PROGRAM 
Presentation of Cases. 
The History of the Development of Our Knowledge of 
Cardiovascular Disease. Dr. Paul D. White. 
Illustrated with lantern slides. 
Medical students and physicians are cordially invited 
ttend, 


to a 
Marsuatt N. Furton, M.D., Secretary. 


NOTICES 


6 Faulkner Hospital, Sym@esiam on Sulfanilamide. 
above. 
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MIDDLESEX SOUTH DISTRICT 
MEDICAL SOCIETY 


A meeting of the Middlesex South District Medical So- 
ciety, in the form of a clinicopathological discussion, will 
be aeld at the Cambridge Hospital, 330 Mt. Auburn 
Street, Cambridge, on January 19, at 10:00 a. m. Cases 
will be presented by members of the staff. A buffet lunch- 
con will be served at 1:00 p. m. 

Avexanver A. Levi, M.D., Secretary. 


FAULKNER HOSPITAL 


In pace of the January clinicopathological conference 
at the Faulkner Hospital, there will be a symposium 
on sulfmilamide. Dr. John D. Stewart will talk on “Sulf. 
anilamice Metabolism,” and Dr. Chester S$. Keefer on 
“The Us of Sulfanilamide in the Treatment of Various 
Infection.” The meeting will be held January 6, at 5:00 
p. m. 


SOCIETY MEETINGS AND CONFERENCES 


CaLenpar Boston District ror tHe Becinninc 
Monpay, Jaswary 3 
Mowpay, Jancar 3 
“4 p.m. Plesicians and medical students are cordially invited to attend 
nants Children’ 
a hospitals, in the amphitheater of the 
Terspay, t 
*9.10 a. m. GSoston 
Jowt. Dr.John D. 
a. Hospital. Thoracic Clinic. Ether 


 —~w Diseases and Injuries to the Hip 


8:30 p. m. Semen Modical 


Ber 
h Israel Hospital 


Wrowespay, January 
Jepartment 
*9.10 a. m. — . Dr. 
Thannhauser. 


*12 conference. Children’s Hospital Amphi- 


Trvaspay, Jancary 6 
S a.m. Massachuetts General Hospital. Circulatory Clinic rounds. 
m. Boston Dispensary. Endocrine Clini. Dr. Charles H. 
rence. 


Il a. m. Massachusets General Hospital. Medical grand rounds. 
12 m. Massachusetts ieneral Hospital. Clinicopathological conference. 
Sp. m. Faulkner Hooital, Symposium on Sulfantlamide. 


Famway, January 7 
*9.10 a. m. Boston Dispmsary. Diabetic Clink. Dr. Howard F. Root. 
10 a. m. MassachusettsGeneral Hospital. Fracture rounds. 
12 m. Clinical meetingof the Children’s Medical Service, Massachu- 
setts General Hospital Ether Dome. 
12:45 p. m. Boston Dispasary. Moving pictures. Surgical Pathology: 
Diseases of the Breast.— Uterine Fibroids. 


Sarcepay, 8 
*9.10 a. m. Boston Dispnsary. 
Robert W. Buck. 


~12 m. Staff romds at the Peter Bent Brigham Hospital. 
by Dr. Henry \. Christian. 


Hospital case presentation. Dr. 
*10 a. m. 
Conducted 


Sunoay, Jancaay 9 


4p. m. Free public lecture Harvard Medical Sc 
tiling 'D. Men, or ‘Cats and De. Harry R. 
eSilva 


4p. m. Free public lecture. Beth Israel Hospital, Boston, in con- 
junction with the Women Auxiliary. High Blood Pressure and 
Heart Disease. Dr. Herrme L. Blamgart. 

*Open to the medical profession. 


Greater Boston Medic. Society, Beth Isracl Hospital, 
Pp. 


we 4.29 —- Boston Dispensary, fedical Conference Program. Page 


Notice 


Ettinger. 
Wednesday, January 26 — Clinicopathological Conference. 
Dr. R. C. Wadsworth, Dr. H. Houston Merritt, Dr. 
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- 9-Marcw 27 — Harvard University Free Public Lectures. Page 
1012, issue of December 16. 


January 11 -— Harvard Medical Society. Page 1113. 
wen 13 — Pentucket ——— of Physicians. Hote! Bartlett, 
95 Main Street, Haverhill, 8:30 p 
—_ 17 — Boston Medical ‘im Club. 8:15 p. m. Boston Medical 
brary. 
Fesavary 2— Second National Social Hygiene Day. Page 10/3, issue 
of December 16. 
Fesavany 14— American Board of Internal Medicine. Page %9, issue 
of December 9. 
Page 41, issue of 
May 31, tuwe 1 and 2— Annual meeting of the Massachusets Medical 
Society. Hotel Bradford, Boston. 


Ocroser 17-21 — Clinical Congress of the American College d Surgeons, 
New York City. 


District Mepicat Societies 


BRISTOL SOUTH 
May 5—5 p. m., New Bedford. 


FSSEX NORTH 
Janvany 5 — Page 1060, issue of December 23. 


ESSEX SOUTH 

January 5 — Page 1015, issue of December 16. 

Fesruary 2 — Council Meeting, Boston. P 

9 — Essex Sanatorium, Middleton. Clinic a oF m. Dinner 

alten Speaker: Dr. John B. Hawes, 2d. Subject: and Disease. 

Marcu 2 — Lynn Hospital. Clinic at 5 p. m. Dinnerat 7 p. m. Speaker 
and subject to be announced. 

6 — Gloucester Hospital, Gloucester. Clinic 5 p. m. Dinner 
at 7 p. m. Speaker and subject to be announced. 

May 5 — Censors meet at Salem Hospital, 3:30 p. 
Dinner at 


May 11 — Annual meet Salem Country Club, y. 
7 p. m. Gpeaber ond eublect to be ennounced. 
FRANKLIN 


11 a. m. the second Tuesdays of January, March 


HAMPDEN 
Meetings will be held on the fourth Tuesday in January, April and 
July. 


Stoneham, at 12:15 p. m. 


MIDDLESEX 
Meetings will be held at the Vesper , Lowell, on January 26 


and April 27. | 


MIDDLESEX SOUTH 
January 19 — Page 1113. 


NORFOLK DISTRICT 


Janvary 25 — Hotel Kenmore. 8:15 p. The Management of Uterine 
Prolapse. Phaneuf. 


Dr. Louis E. 
Fe Be Hotel Kenmore. 8:15 m. Dermatitis Venenata Due 
hy Industrial Irritants. John G. Downing. Discussion 
by Dr. Francis P. McCarthy. 
Marcu 29 — Hotel 8:15 Subject to be announced 


Kenmore. m. 
but to be related to diseases of the Dr. Albert A. Hornor. 


May — Annual meeting. 
The censors meet on the first 
year. 


of May and November in each 


NORFOLK SOUTH 
Meetings heid at 12 noon. 
January 6 — Norfolk County 
Fesavary 3 — Norfolk County 
Maacn 3 — Norfolk County 
Apa 7 — At the Quincy City 
May 5 — Annual Mecting. 


South Braintree. 
1, South Braintree. 
South Braintree. 


PLYMOUTH 

Meetings will be held at 11 a. 
May 19 and July 21. 
SUFFOLK 


January 19 — Joint meeting Boston Medical Library. 
Marcn 15 — Joint meeting wi Boston Obstetrical Society. 


on January 20, March 17, April 21, 
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WORCESTER 
At the following meetings, except the annual meeting, dinner will be 
at 6:15, to be followed by business session and scientific program. 
January 12 — Worcester City Hospital, Worcester. 
Fesavany 9 — Worcester State Hospital, Worcester. 
Marcn 9 — Memorial Hospital, Worcester. 
Arai 13 — Hahnemann Hospital, Worcester. 
May 11—A 
a Afternoon and evening, annual meeting. Place and schedule 


BOOKS RECEIVED FOR REVIEW 


A Monograph on Veins. Kenneth J. ancy 410 pp. 

Springfield and Baltimore: Charles C Thomas, 1937. $6.00. 

Chemistry of the Brain. Irvine H. Page. 444 pp. Spring. 
and Baltimore: Charles C Thomas, 1937. $7.50. 

Studies from the Rockefeller Institute for Medical Re- 
search, Reprints. Volume 104. 559 pp. New York: The 
Rockefeller Institute for Medical Research, 1937. $2.00. 

Mental Therapy: Studies in fifty cases. Louis S$. London. 
Vol. 1 and 2. 1201 pp. New York: Covici, Friede, 
Publishers, 1937. $12.50. 

Not So Long Ago: A chronicle of medicine and doctors 
in colonial Philadelphia. Cecil K. Drinker. 183 pp. 
New York: Oxford University Press, 1937. $3.50. 

The Cerebrospinal Fluid. H. Houston Merritt and 
Frank Fremont-Smith. 333 pp. Philadelphia and Lon- 
don: W. B. Saunders Company, 1937. $5.00. 

The Endocrines in Theory and Practice. Articles Re- 
published from the British Medical Journal. pp. 
Philadelphia: P. Blakiston’s Son & Co., Inc., 1937. $3.50. 

Manual of Clinical and Laboratory Technic. Hiram B. 
Weiss and Raphael Isaacs. Fifth edition, reset. 141 pp. 
Philadelphia and London: W. B. Saunders Company, 
1937. $1.50. 

va ae and Problems of Psychotherapy. Leland E. 
Hinsie. 199 pp. New York: Columbia University Press, 
1937. $275. 

Muir's Bacteriological Atlas. C. E. van Rooyen. 90 
pp. Second edition. Baltimore: William Wood & Com- 
pany, 1937. $5.25. 


BOOK REVIEWS 


Early Science in Oxford. Oxford Colleges and Their Men 
of Science. G. T. Gunther. Vol. II. 429 pp. New 
York: Oxford University Press, 1937. 1£ 10s. 


This fine series of historical texts, begun in 1923, has 
covered a wide field of knowledge. Not a little of the 
material has been medical in character. Volume III dealt 
with the biological sciences, particularly with medicine in 
the seventeenth century, separately printed as Early Medi- 
cal and Biological Science in 1926; Volume IV contained 
the reports of the Philosophical Society; Volume IX re- 
produced de Corde of Richard Lower, with a translation 
by K. J. Franklin; and now we have Gunther's address on 
Oxford Colleges and Their Men of Science. 

The record runs from the thirteenth century to the 
present day, each of the twenty-one colleges having a 
chapter, with additions on “The Women’s Colleges” and 
“Other Oxford Men of Science.” A partial list of the 
names, well known to medical historians, will indicate the 
scope of the book: Hans Sloane, William Harvey, Rad- 
cliffe, Lankester, J. S. Haldane, Linacre, Burdon Sander- 
son, Buzzard, Thomas Willis, Lower, Acland, Osler, High- 


Vol 
1 
MIDDLESEX EAST 
Meetings will be held at the Bear Hill Golf Cluy 
on January 12, March 16, and May 11. 
Thurscys 
Hospial 
Hossfa 
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more, Sydenham and Rolleston. This last volume comes 

up to the very high standard set by the other books of this 

Quelques Vérités Premiéres (Ou Soi-Disant Teiles) 
sur les Maladies des Reins. Pasteur Vallery-Radot. 
68 pp. Paris: Masson et Cie, 1937. 24 Fr. fr. 

One of a series of short publications which dispenses 
medicine in tabloid form, this volume of sixty-six pages 
gives terse facts dealing with examination of the kid- 
neys, evaluation of the constituents of the urine, and’ renal 
function tests. Acute and chronic nephritis are briefly dis- 
cussed in the same manner with their treatment and rela- 
tion to hypertension. Most of the common surgical lesions 
of the kidney are very briefly mentioned. The little book 
contains a great many interesting, though frequently self- 
evident facts, relating to renal pathology. 


General Hygiene and Preventive Medicine: A text-book 
for college students, medical students, nurses, public 
health workers and social workers. John Weinzirl. 
Edited by Adolph Weinzirl. 424 pp. Philadelphia: 
Lea & Febiger, 1937. $4.00. 


The preface states that this book presents . an es- 
sentially new viewpoint, aly. that of the BEM em- 
ployed to control disease ....” In its pages there are 
unfolded the stored facts of a : categorical mind, unhindered 
by any practical knowledge of medicine and surgery. In 
400 pages there are thirty-odd chapters, each dealing with 
a method of controlling disease. 

“Vaccination” is followed by chapters which discuss 
“bacterination,” “toxination,” “serumation” and “desen- 
sitization” as methods of controlling disease. The follow- 
ing passage is from Chapter VIII on “The Use of Specific 
Surgery as a Method of Controlling Disease”: 


The list of diseases that may be controlled 


matism; (5)heart disease; (6)nephritis, ond @ 


interpretation of the application 4 this anes ae may also be 
included all the focal infections which give rise to other diseases, 

as: (7)sinusitis; (10) ulcerations; etc. 

At = Lo time, surgery is also the met of choice 

in h conditions as berms (12) cancer; (13) toxic goitre; 

and y + cases of traumatism 

Gradually the idea of the author's “essentially new view- 
point” fixed. The world of medicine and sur- 
gery is made to revolve around it. The control of exer- 
cise becomes a method of controlling two diseases: in- 
somnia and senility. So it goes, on to the bitter end. 
Although it may be a useful volume for those interested 
in the superficial aspects of hygiene, one can hardly ex- 
pect the medical profession to become enthusiastic about 
it as a contribution to preventive medicine. 


International Clinics. Edited by Louis Hamman. Volume 
3. Forty-seventh series. 328 pp. Philadelphia, Mon- 
treal, London: J. B. Lippincott Company, 1937. $3.00. 


This volume includes twenty-four clinics by thirty-three 
authors of which the first nine are medical teaching clin- 
ics in the Johns Hopkins Hospital. Then follow articles 
grouped under the headings of “Tuberculosis,” “Syphilis,” 

“Diseases of the Lungs,” “Diseases of the Heart and Circu- 
lation,” “Endocrine Glands,” “Metabolism” and “Chronic 
Arthritis.” 

In discussing amebic hepatitis Futcher records the fact 
that Osler was first in America to discover amebas in 
the pus of a liver abscess. Harrop and Whitehill report 
four cases of diabetes treated with protamine-zinc-insulin, 
concluding that its greatest field of usefulness will be in 
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the treatment of mild or moderately severe diabetics. 
Allright reports an extraordinary case of recurring large 
rent calculi without hyperparathyroidism. The patient, 
a yung man, had Bacillus proteus infection and eventual- 
ly ced. Lemann, in discussing the future for diabetic 
pays recalls the fact that the Middle Ages 
cousig were not only permitted but py ym 
the Jas. This fact, as well as others, may be penile 
for th greater degree of inbreeding among Jews than 
amonther racial groups. 


The Tivking Body: A study of the balancing forces of 
dy*mic man. Mabel Elsworth Todd. 314 pp. New 
Yor and London: Paul B. Hoeber, Inc., 1937. $4.00. 


ion of ivery intelligent woman who has spent 
years in .¢ study of skeletal anatomy and has had a wide 
experienc jn teaching physical education and the proper 
use of thoody. She discusses the mechanics of breathing 
and locomtion and mechanical balance and goes quite 
deeply int the anatomy and physiology concerned in the 
functional daptation of these mechanisms. It is a book 
which reqwes careful and not hasty reading if its sig- 
nificance iso be appreciated, and time is not wasted in 
such perusaby all those who are interested in the prob- 
lems of bod mechanics and the erect posture. The illius- 
trations in te book are especially to be be- 
cause they at graphic, accurate and well chosen. 


Maternal Deas; The ways to prevention. lago Ga 
115 pp. kw York: The Commonwealth Fund, 1937. 
Clothbourl, 75c; paperbound 50c. 


This little bek published by the Commonwealth Fund 
and written byDr. Iago Galdston is an interesting and 
capable summay of the problem of maternal mortality. 
Dr. Galdston ha used i the Fifteen States Study by 
the Children’s hreau and the New York and Philadel- 
phia reports. 

If the Commowealth Fund would send this book, in 
pamphlet form, broadcast throughout the country, it 
would do great god and the text would be read by many 
patients as well asphysicians. 

The book is juste more evidence that since the Fifteen 
States Study was udertaken, the country at large is be- 
ginning to apprecite that it has a real responsibility to 
improve obstetrics. 


Physiologie du Systme Lymphatique: Formation de la 
lymphe circulates lymphatique normale et patho- 
logique. H. Rowire et G. Valette. 160 pp. Paris: 
Masson et Cie, 199. 45 Fr. fr. 


This oye momgraph deals with the problems of 
the formation of lymphand its circulation in normal and 
pathologic conditions, \contains not only a systematiza- 
tion and summary of te relevant literature but also re- 
ports on the authors’ orgnal investigations in the field. 

The presentation and wordination of the subject mat- 
ter are clear and attractwe. The literature cited is ex- 
tensive (247 references), ad comprises not only the work 
done in France but yp from other countries. The 
only serious omission noted by the reviewer is that of 
Peters, whose work on wier metabolism is not men- 
tioned. 


The original contributions described are varied and sug- 


by employing specific 
ticaemia; (4)rheu- 
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gestive. Further ‘confirmation of some of thc appears 
desirable, for conclusions are sometimes reached fron a 
few experiments, or even from only one obser « 

Special emphasis is laid on the description of /.cts. 
discussion of inferences and theories is discreet 4 
tious. Thus, while the data on the penetration of 
from the tissue spaces into the lymph vessels ar¢ ably 
summarized, the theoretical analysis of this provlcnjdeals 
exclusively with the mechanical aspects, and the fysico- 
chemical difficulties involved are merely  sideste 
means of the broad concept of “vital” activity. 


Précis de Physiothérapie Clinique. Paul Duhem /603 pp. 
Paris: Gauthier-Villars, 1937. 130 Fr. fr. 


old (car- 
and 


The second or major portion of the book ¢ i 
the clinical application of the physical age in specific 
diseases. The chapter on the diseases of the @vous system 
is the most detailed and encompasses suc#filictions as 
poliomyelitis, Parkinson's disease, neuralgia, 
ischemic paralysis of Volkmann, _ ene litis, hemi- 
plegia and others. A chapter each is over to nu- 
tritional diseases, genitourinary disorder skin diseases, 
endocrine disorders, circulatory and respifory affections, 
bone and joint diseases, intestinal disturlces and blood 
dyscrasias. 

One gains the impression in reviewi@gthis work that 
the author has paid attention to minafletails and that 
the book was well planned. It should of extreme as- 
sistance to those of the profession whire interested in 


physiotherapy. 


st i Wright Donald- 
The Roentgenologist in Court. Saw@ g 
son. 230 pp. Springfield and Mimore: Charles C 
Thomas, 1937. $4.00. 


This is a compact volume, dew primarily to the 
roentgenologist. However, it con much valuable in- 
formation for all medical men m@rding legal proce- 
dures. It gives an analysis of Causes 
ascribing 10 per cent of them to ilure to take x-rays. 
It presents a large number of s cases and citations 
involving the use of x-ray. 

Because of the increasingly 
accidents and cases involving # Yorkmen’s Compensa- 
tion Act, the book is a timely ag bution, Incidentally, 
it is of considerable aid to in 
handling malpractice cases excetient ~~ 
raphy of such cases and refer © 4 large number 


umber of automobile 


specific cases, with their final 
The book is well put toged@fand shows the result 
investigation. 


a great amount of experienc 


« Cancer Problem. Edited 
248 pp. New York: The 
paper, $2.50 cloth. 


at the Atlantic City meet- 


Some Fundamental Aspects 
by Henry Baldwin Wi 
Science Press, 1937. 

This record of the sym 


Dec. 30, 1937 


ing of the American Association for the Advancement of 
Science puts into compact form some of the most recent 
work on the cancer problem. 

The various subjects covered are heredity and consti- 
tutional factors; induction, stimulation and inhibition of 
tumorous growths; metabolism of cancerous tissue; ra- 
diation; and statistical analyses. 

The symposium presents a picture of the wide range of 
effort now being directed toward the cancer problem. Of 
particular interest are the papers of Fieser on the car- 
cinogenic substances, Evans and Aub on radium poisoning, 
and Murphy on the stimulation and inhibition of tumor 
growths. 

The various papers on heredity and constitutional fac- 
tors make plain the controversial and confused character 
of this particular field at the present time. 


The Diagnosis of Nervous Diseases. Sit James Purves- 
Stewart. Eighth edition. 842 pp. Baltimore: Wil- 
liam Wood & Company, 1937. $10.00. 


Sir James Purves-Stewart’s book differs radically in form 
from the usual textbook on diseases of the nervous system. 
No attempt is made to classify diseases into clinical syn- 
dromes and it is not possible to find a systematic descrip- 
tion of the clinical or pathologic findings in any disease 
entity. But practically every disease of the nervous sys- 
tem is ‘adequately covered by the author’s method of con- 
sidering diseases of the nervous system in connection with 
the abnormalities of function produced by them, with 
chapters covering such subjects as coma, convulsive phe- 
nomena, involuntary movements, disorders of articulation, 
aphasia and paralyses. The author claims that the value 
of this method of presenting the subject lies in the fact 
that patients with diseases of the nervous system present 
themselves with disorders of function and not with a pre- 
viously diagnosed disease entity. 

The book is not intended to be a textbook of neurology, 
and it could not be used by the student for such a pur- 
pose. In the preface to the previous edition, it was stated 
that the book was intended to serve as a convenient pic- 
ture of current clinical neurology. This aim is hardly ac- 
complished, however, since treatment is accorded almost 
no or very scant notice. Despite the fact that the scope 
of its appeal cannot be adequately defined, the book has 
enjoyed a wide circulation as manifested by the appearance 
of an eighth edition. 

The present edition is an exact reduplication of the form 
of the previous ones, the only change being the addition 
of new material. In all, approximately 110 pages have 
been added. Among the subjects that have been given 
new or additional attention are the pituitary hormones, 
the hypothalamus and the autonomic nervous system. The 
new methods of testing smell and hearing are discussed, 
and additional attention is given to psychometry. The 
chapter on tumors of the brain is enlarged by a more de- 
tailed classification and by the addition of new material on 
cerebral angiography and pneumography. More space is 
given in the chapter on neuroses to the works of Freud, 
Jung and Adler. 

The author has succeeded very well in trying to keep 
his book abreast of new developments, but the field of 
nervous and mental diseases is now so broad that one man 
can hardly expect to cover it all. It is not surprising, 
therefore, that there are several omissions, such as the 
relation of vitamins to diseases of the nerves and spinal 
cord and electroencephal | 


graphic changes in epilepsy. 


Vol. 


The book should be of interest both to the and 
the biologist, mainly because of its bibliography. | 
This book of 577 pages on clinical physiothergy is well en 
written and copiously illustrated. The first of the 
book is devoted to a short summary of the prigpal phys- 
ical agents used by the physiotherapists in the @tment of 
disease. They are five in number: electricityfdioactive : 
substances and x-rays, water (hydrotherapy’ po 
bonic acid under pressure “niege carbo@t 
muscular activity (massage and muscular reé cation). 
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